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To those of ours who have taught us how to learn and care. 


Preface 


This book represents a culmination of work that began 8 years ago in a state 
mental health institute in Wisconsin. It reflects the development of a philosophy 
and attitude for the treatment of psychotic and neurologically impaired chil- 
dren. That philosophy was facilitated by a change in the Mendota Mental Health 
Institute’s mandate with a new emphasis on research, community consultation, 
and community training. The purpose of this book is clear. It is to emphasize 
that an integrated community systems model is critical and essential for pro- 
viding services for such children if they are to live their lives outside the confines 
of an institution. That integration requires the involvement of all the compo- 
nents of each child’s social and cultural system, including family, schools, mental 
health boards, developmental disabilities boards, and social service agencies. It is 
through the process of facilitating cooperation in the delivery of services that 
One can develop a continuum of growth opportunities for every child. It reflects 
work with systems in both rural and urban settings. This book describes the 
Process of integrating those systems—a network of relatively independent educa- 
tional and social agencies. 

Beginning with a review of developing concepts in diagnosis and treatment, the 
book reflects on the Project for Psychotic and Neurologically Impaired Children 
and its “systems” model. Issues in family intervention as well as school and com- 
munity intervention illustrate the various efforts applied and found necessary 
for Maintaining such children in community living without the burden being 
Placed solely on the family. Research and program evaluation results are pre- 
Sented as supportive evidence of the “systems” model. Other issues that make 
this program work such as effective staff training, as well as administrative design 
and leadership, are also discussed. All these issues are illustrated in a case study 
chapter. 

This book describes an effective system. It is not a “how-to-do-it” book on the 
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viii Preface 
range of individual treatment programs needed for the process of educating a 
child. Such programs are reflected in the context of the “systems.” Nor is it 
intended that this book be used as a means for people to learn how to use be- 
havior modification to teach skills. Much of that type of writing is already avail- 
able in packaged kits sold by various publishers. Rather, it is hoped that this 
book will provide the reader with new ideas for designing flexible systems to 


provide for the community living of such severely impaired and difficult to 
manage children. 
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Treatment of 
Psychotic and 
Neurologically 
Impaired Children: 


A Systems Approach 


1 


Current Concepts 
in Diagnosis 
and Etiology 


Colby et al. (1971) state that “to call a child “autistic” is to place him in a class 
of psychiatric disorders characterized by a syndrome, that is a cluster of proper- 
ties that tend to appear together” (p. 1). Kanner (1943) was the first clinician to 
suggest the term autism and delineate the clusters of properties that characterize 
the syndrome, only a decade after the establishment of the idea of childhood 
schizophrenia. His effort represented the first attempt at a major differentiation 
of a subgroup within the group of children called “childhood schizophrenics.” 
From the observation of 11 cases, he noted the following similarities: 


N 


e a 


. from the beginning of life there were feeding problems 
. an anticipatory posture in preparation to being picked up was never 


assumed 
a horror reaction occurred to loud noises and moving objects 
actions and speech were very repetitious with little spontaneous activity 


. eight out of eleven acquired speech but it was echolalic, never used in 


communication 

they established close relationships with inanimate objects 
those with speech showed very good rote memories 

their physiognomies were intelligent in appearance 

they were physically normal 

all came from highly intelligent families 
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11. extreme autistic aloneness 
12. great desire for preservation of sameness (p. 220) 


Kanner emphasized that the condition was apparent from early er wear 
this respect, differed from childhood schizophrenia. The characteristic fea r 
most often considered from this list are profound withdrawal from contact ee 
people, obsessive desire for preservation of sameness, strong relationship w 
objects, and lack of speech or noncommunicative speech. r 
Although Kanner’s precise clinical descriptions of the symptomatology 
autism have remained essentially unchanged since 1943, some attempts have 
been made to systematize observations under more specific clinical peter 
This has tended to blur some of the guidelines and has resulted in what Rimlan 
(1964) has called “blanket and indiscriminate application” (p. 18) of the term. 
Kanner has written about “the dilution of the concept of early infantile autism, 
estimating that out of every 100 children diagnosed as autistic and referred to 
him for confirmation, only ten are, in fact, autistic (Rimland, 1970). The prob- 
lem seems to come from the fact that some people use the term descriptively, 


generally has poor health ? 
2. over 80% of schizophrenic children show abnormal EEG’s; EEG’s in autistic 
children tend to be normal 
3. autistic children show 


withdrawal and aloneness; schizophrenic children are 
the opposite 
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a whole confusion, and metaphorical 
language in schizophrenics 


and intelligence characterize aut 
typical in schizophrenic families 


istic families; not 
Rimland uses the term dia 


fit... (Kanner’s) . , 
autistic.” 


‘gnostically, saying that “ 


‘all autistic children must 
- criteria, but not all childre 


n who fit these criteria are 
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There is, of course, no denying that overlapping symptomatology create prob- 
lems in trying to distinguish between different illnesses which have a number 
of features in common. But the problem is definitely not solved by the decree 
that the sharing of symptoms makes the diseases identical or that because of 
the partial resemblance, a differentiation is unnecessary. (pp. 21-22) 


Autism is generally differentiated from “childhood schizophrenia,” although 
this is not always the case. Creak (1964) defined nine points that delineated 
“the schizophrenic syndrome” in childhood. Childhood autism was considered 
to be a subcategory of this syndrome. O’Gorman (1967) uses this list and re- 
duced it to essential features, altering somewhat the content of the original 
points. Menolascino (1965) examined 34 children who initially presented clini- 
cal pictures of autism. Further investigation revealed eight distinct etiological 
subgroupings, only one of which was the syndrome described by Kanner. 

Rimland has stated that the term primary autism is equivalent to Kanner’s 
syndrome and should be reserved for those cases where no obvious organic im- 
pairment exists. Secondary autism, then, is used to designate cases with organic 
damage. DeMyer et al. (1971) use the term primary autism to designate the 
“higher functioning” child where perceptual-motor performance approximates 
chronological age. Secondary autism is used for the child who is “lower func- 
tioning” or has “a flat perceptual-motor performance curve” (p. 177). Mahler 
(1958) has used primary to designate children who are “fixated”; and secondary 
for those who “regressed . . . when a symbiotic level of development could not 
be maintained.” Spitz (1971), on the other hand, does not feel that infantile 
the establishment of the ego and considers all 


psychosis is possible until after 
to be failures in adaptation. Obviously, noso- 


prior “pathogenic disturbances” 


logical problems abound. 
Ornitz and Rivto (1968) offer a most concise classification of autistic symp- 


toms. The symptoms may be viewed as belonging to one of five groups or sub- 
clusters of symptoms. They are: 


1. Disturbances of perception: These include heightened awareness; hyper- 
irritability; obliviousness to external stimulation; auditory difficulties; 
visual, tactile, gustatory, olfactory, proprioceptive, and vestibular aber- 


rations. 
Disturbance 
. Disturbances in relating. 

. Disturbances in language. 
Disturbances in Developmental rate. 


s in motor behavior associated with sensory input or discharge. 


AkwWn 


Clancy and Rendle-Short (1968) list slightly different behavioral symptoms, 
requiring the presence of seven items out of fourteen listed for a diagnosis of 
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ade implicit by 
infantile autism. In addition to some of those posed by and made imp. 
Kanner, they include: 


- appearance of deafness 
. lack of eye contact 
- marked physical Overactivity 


` M i it, spinning 
- No regard for an object’s real use, preoccupation with details of it, sp 
and twirling of object 


5. failure to res 


e UNI 


pond to painful stimuli, 
flapping of hands, self mutilation, failur 


- lack of fear about realistic dangers 
- inappropriate giggling, laughing (p. 627) 


xf cking, 
bizarre movements such as sa 
€ to respond to auditory stimt 


A prospective study of the diagnosis, ut 
comparing it with Ei 


i utist! 
as used by the National Society of pees’ 
shall include Persons, regardless of age, with severe disorders O 

and be i 


e 
bili a Or any other condition bass sae 
‘ ge ability (such as beha 
and by failure to relate ppropriately to other ee a A 
suffer primarily from pro 


the consequences 
cial and language 


to understand, communi- 
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Specific Characteristics 

Such children are typically multi-handicapped in their abilities to receive and 
communicate information, resulting in behavior inappropriate to physical and 
social demands of their environment. As in aphasia, the dominant communica- 
tion disorder or profound learning disability appears to constitute a severe cen- 
tral disorder in symbolic ability resulting from the incapacity to use and to 
understand language appropriately, particularly a seeming inability to process 
language through auditory channels. The difficulty is often accompanied by 
impairment in motor, visual, and auditory perception. The behavior of an au- 
tistic child is typically improved by the application of appropriate educational 
procedures. A combination of some or all of the following idiosyncratic be- 
haviors characterize the autistic child. These behaviors vary from child to child 


and time to time in severity and manner. 


1. Severely impaired speech or complete lack of speech g l 
2. Impaired or complete lack of relatedness and social inaccessibility to chil- 
dren, parents and adults; seeming lack of desire for affection; aloneness; 


withdrawal : 
. Extreme distress for no readily discernible reason l 
4. Lack of intellectual development or retardation in certain areas, sometimes 
accompanied by normal or superior abilities in other areas M 
iti i j i inappropriate manner 
5. Repetitive and peculiar use of toys and objects in an pp Ain ae 
and/or similar repetitive and peculiar body motions, such as incessant roc 
ing, ritualism Puei 
6. Unusual reaction to perceptual stimulae, such as seeming . o ar 
tain sounds and over-reacting to others (e.g, holding han s over ears) or 
“looking-through” objects, poor eye contact, or inability to appropriately 
perform certain gross and/or fine motor activities (walking with peculiar 
gait, limpness in fingers, inability to hold a pencil appropriately) 
7. Onset of disorder at birth or apparent normal early development followed 
by deterioration in functioning or decreased developmental rate within 
approximately the first three years of life 


8. Hyperactivity or passivity ; 
9. Apparent insensitivity to pain 


w 


National Society for Autistic Children (1975) 


The opposite of overuse of the diagnosis is underuse of it. This is a problem— 
et when the existence of the syndrome of early infantile autism is ques- 
tioned (Masters and Miller, 1970). . | 

Not all people reject the unitary behavior disorder of autism. Mildred Creak 
(1964) sees it imbedded in schizophrenia, while Lorra Wing (1972) views it as a 
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distinct category altogether: 


Firstly, the symptoms of autism are different from those of schizophrenia. For 
example, delusions and hallucinations are important in the latter and never 
seen in the former, and the speech problems of autism are not at all the same 
as those found in some schizophrenic patients. Secondly, when autistic chil- 
dren grow up, they do not become schizophrenic adults. Thirdly, schizo- 
phrenic patients are more likely than average to have rel 
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Eisenberg (1972) spoke to the issue of classification of this syndrome as it 
related to the importance of basing recommendations for treatment on disease 
process and possible response. A uniform pathophysiology for all affected with 
the syndrome is highly unlikely, and in addition to the progress made in the tri- 
axial classification of childhood mental disorders (Rutter et al., 1969), the 
clinician needs to avoid preoccupation with a one cause, one cure paradigm. 


THEORETICAL ADVANCES 


Cybernetics 


Advances in varied theoretical approaches to the syndrome include one applica- 
tion of cybernetics to the formulation (Kahn and Arbib, 1973). The issue of 
systems theory to the evaluation and treatment approaches will be discussed in 
greater detail in Chapter 3. Defects in “hardware” lead to malfunctioning, and in 
the human these would be organic deficits. In this system, adaptation is equiva- 
lent to the ordering and correlation of perceptions. Thus psychosis is a process- 
defect, not an end-product. Colby (1968) stated his views as follows: 


A majestic absurdity characterizes the classification system in psychiatry. 
Since there is such poor agreement among diagnosticians, the categories of 
classification are unreliable. And since there is little correlation between diag- 
nosis, signs and symptoms, the categories are of doubtful validity. . . . Yet a 
more satisfactory taxonomy is crucial for clinical practice, and in particular 
for future research designed to yield dependable knowledge. 

Finally, little experimental work has been done in investigating childhood 
mental disorders from an information-processing standpoint . . . A variety of 
tests and experiments could be introduced while a child is playing with a 
computer-based system able to control symbols and objects. . . 


For Kahn and Arbib (1971) this approach led to the conclusion that infantile 
autism resulted from an inherent deficit in adaptation, and long-term models 
could not be constructed. In contrast, the childhood schizophrenic has inher- 
ently adequate schemes, discordant with the environment, with subsequent long- 
term model deficiencies. i 

Numerical taxonomies have been used to classify children into subgroups using 
the Rimland checklist, comparing “Kanner’s” versus “no Kanner’s” and begin- 
ning with random classes. The conclusions of Prior et al. (1975) noted that three 
attributes differentiated classes: stereotypic behavior, indifference or resistance 
to social contact, and abnormal behavior in early infancy. The validity of classi- 
fication was essentially best if age of onset and care features defined the sub- 
groups. 


i i ildren 
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PSYCHODYNAMIC THEORY 


defense mechanisms characterize the infant, and there is ikr enad 
logical nature to assist in organization and to differentiate set 
Mahler and Furer (1972) have described the crucial disturbance leading to ee 
hood psychosis as a loss or lack of ability to utilize the empathic mother as 


: imuli 
assistant to Organization. In autism, the child cannot deal with the stim 
(Anthony, 1958) and de-di 


Somatic 
a psycho 


ial 
In regard to Psychologic communication, King (1975) discussed the potentia 
for double-binding (Bateson et 


al., 1956) by mothers who appear to be SE 

ficially warm but disguise coldness and rigidity. He concludes that the chi i 
wants to escape the she does double-bind. The escape is by n° 
Or is described as being precognitive, pam 

tive, and undifferent; i aracteristic of unorganized ego functions. 
i ause it js Considered to be a response to 
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children (McGrew, 1971). The most extensive treatise is that written by Tin- 
bergen and Tinbergen (1972). These authors considered that components of 
Social behavior and the situations in which they arose could provide possible 
clues with regard to etiology. Behaviors were classified as socially positive and 
Socially negative, or “bonding” versus “rejecting.” Correlations between the 
form of behavior, sequential association, function, and whether behavior was 
recognized as approaching or avoiding were rated according to intensity. The 
authors concluded that many autistic children suffered stress resulting from 
unresolved conflict. This conflict was between social frustration and fear of the 
unfamiliar. In children who are predisposed, the stress was a result of environ- 
mental factors, primarily parental behavior. Wing and Ricks (1976) has criticized 
this report. Schopler (1974) has cautioned against total acceptance of the 
theory. His words are: 


The message that Dr. Tinbergen appears to convey to clinicians, researchers, 
and parents who struggle with the very real problems of autistic children ap- 
Pears to be the following: childhood autism is whatever you believe it to be; 
the methodology is simple; assume that autism has its roots in normal develop- 
Ment; redefine normal but shy children as autistic; have some pleasant inter- 
action with such children and get them to act less shy. You now have a new 
approach to autism. If you need validation for any of this, don’t look to con- 
fusing research, simply assert personal opinion. (p. 195) 


PARENTAL AND FAMILY CHARACTERISTICS 


One of the basic controversies in relation to etiology is focused on biologic ver- 
Sus psychologic causation when, perhaps, more emphasis needs to be placed on 
the complemental and interactional view of causation (Morrison and McKinney, 
1976). Obsessive, highly intelligent, emotionally aloof parents were described by 
Kanner (1943) with later elaboration (1949) of their cold, formal, and humor- 
less natures. Rank (1949), taking a psychoanalytic point of view, proposed that 
Psychotic behavior in young children was 


a result of a special family constellation in which an immature narcisstic 
mother was not able to offer the infant in his early stages, an environment 
with an emotional climate, favorable for the formation and differentiation of 
the self and the establishment of the reality principle. The fragmented, scat- 
tered personality of such children is considered to be the result. Their retreat 
and withdrawal are understood as an escape from a dangerous world. (p. 138) 


Escalona (1948) suggested that psychotic children had failed to repress psychic 
experience which normally should be unconscious. Mahler and Furer (1972) 
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also hypothesized a fundamental breakdown in the mother-child relationship at 
the symbiotic state as a possible cause of autism. Pavenstedt (1955) described 
one etiological theory as a folie a deux between the child and mother. Szurek 
(1956) felt that the autistic child reacted as a magnifier for the disturbed person- 
alities of both parents. Eisenberg and Kanner (1956) and Eisenberg (1957) 
Suggest that an innate organic defect and characteristic environment in the 
family resulted in autism. Parental rage and rejection was postulated by Bettle- 
heim (1959). Parental reinforcement of developing symptoms was characterized 
by Ferster (1961), with Clerk (1961) and Goldfarb et al. (1966) enumerating 
communication problems with mother and child and the mother’s difficulty in 
managing aggressive impulses and subsequent severe anxiety as etiologic factors. 
Another psychoanalytic viewpoint described the syndrome as a shifting of cog- 
nitive development from exteroceptive to interoceptive ego after failure to es- 
tablish oral primacy Knight (1963). Rosenberger and Woolf (1964) thought 
these children were overwhelmed by affection from mentally ill parents. Reises 
(1963) proposed that a state of emotional turmoil in the parents occurred during 
a critical period in infancy causing autistic behavior. Alpert (1964) and other 
clinicians have based treatment Procedures on a view of the causation of infan- 
tile autism by maternal deficiency. Lowe (1966) found no differences between 
autistic and schizophrenic children’s Parents except for a higher educational 
attainment by mothers of autistic children. Ogdon et al. (1968) found signifi- 
cant differences between parents of autistic children and parents of other groups 
in terms of intelligence and education. Wolff (1971), using Rimlands’ retrospec- 


distinguishing between autistic and schizophrenic 
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tistic group parents appeared to set logical goals for their children. The Minne- 
sota Multiphasic Personality Inventories (MMPI) was used as a measure for 
parental pathology. No difference was seen among parent groups, even when the 
parents were subdivided on the basis of the presence or absence of organic fac- 
tors in the children. 

In a sample of parents of autistic children, free of overt neurologic disorder 
and with normal nonverbal intelligence, several studies were performed to assess 
parental characteristics (Bartak et al., 1975); Cox et al., 1975). The control 
group was a group of children with severe developmental receptive language 
without other characteristics of autism. The only significant difference in social 
characteristics was that fewer children were born to mothers of the autistic 
group. No significant differences were seen in parental psychiatric disorder, 
family stress, parental warmth, parental neuroticism, and obsessional charac- 
teristics. Emotional expressiveness was essentially the same, with the only sig- 
nificant difference between the groups that of maternal self rating—mothers of 
dysphasic children reported less expressiveness. Parental sociability ratings 
showed a greater availability of close kin, probably related to larger family size, 
and parents of autistic children joined in events with friends more frequently. 
One group of researchers (Kliman, Burain and Frazer, 1978) have presented data 
which has led them to describe a profile called “The Three Generation Psychosis- 
Making Machine’’. This is noted in their definition as 


a vertical epidemic of narcissistic depletion and depression, leading to early 
childhood psychosis in the third generation. 


This conclusion was based on impressionistic profiles of environmental and 
Parental influences of subsequent outcome. 

A correlative study, examining psychological characteristics, neurologic status 
and symptoms of the child showed no increase in neuroticism, Netley et al. 
(1975). However, a cognitive disorder was found in mothers of the autistic 
children, Although Schopler and Loftin (1969) think this could be related to 
anxiety, guilt or confusion, consideration may need to be made for genetic or 
biochemical mechanisms and parental depression. Goldfarb et. al. (1976) used 
Structured interviews to appraise psychiatric disturbance in parents of psychotic 
children. Previous findings were replicated noting no differences between parents 
of organic and nonorganic children. The parents did show a trend to more 
Psychopathology than a group of non-patient adults, but interpretation of the 
Significance of this finding is unclear. As noted by Reichler and Schopler (1971). 


even the most potent environmental effects on the child occur at the percep- 


aa and not at the level of a construct as complex as human relatedness. 
P. 
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LANGUAGE DEFICITS 


Many authors now postulate 
aphasias may be sufficie 


it al., 
dren (Rutter, 1965, 1974; Wing and Ricks, 1976; Creak, 1972; Ornitz et 
1977). This view has 


an 
disturbances of secondary to en 
a aried cognitive deficits (Weber, 1970; 
Bryson, 1972; Ornitz i ; 


In 
t (Lotter, 1966; Cunningham, TOR 
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Mance but little spontaneity, and speee 


had hearing loss, mental retar- 
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defects in comprehension, and 
© Was noted in patterns of non- 
3 aphasia and autism specifically 
midbrain involyj i pathways have been defined by 
birth, an event Foren wensiders a possible etiology = 
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537). $i i a gross reduction in all types of 
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behavior modifi- 
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esis notes the possibility that control of motor behavior releases energy to 
enable a focus on verbal behavior. The motor system might be dominant and 
thus prohibit or interfere with verbal processing; and excess of motor system 
energy blocks activity in the verbal system. 


GENETIC INVESTIGATIONS 


As has been noted, Kanner suggested that autism, because of its early onset, 
could be the result of an “inborn defect.” Suspicion of hereditary influences 
continues, based on several observations. Although childhood psychosis is con- 
Sidered rare, occurring in approximately one of every 2,600 children, psychosis 
with early onset is approximately one in 10,000 children (Rutter, 1966; Lotter, 
1966; Treffert, 1970). However, the imprecision of diagnosis, the heterogeneity 
of the psychoses, and the use of comparison groups of less disturbed children 
have been noted to lead to inaccurate rates of incidence and prevalence. 

In general, genetically determined pathologies involve chromosomal abnormali- 
ties (deletors or additions), cytogenetic abnormalities (error in early cell division 
or in formation of sperm or egg), polymorphisms (individual variations arising 
from mutations and then maintained), recessive alleles (genes on each part of a 
pair of chromosomes at the same position), or polygenic effects (several genes 
with little effect, not detectable, simultaneously combining with environmental 
factors). As has been pointed out by Hanson and Gottesman (1976), claims for 
genetic etiology only imply “that genetic factors are necessary for the develop- 
ment of the disorder.” There is no claim that these factors are sufficient in 
themselves. 


Chromosome Studies 


Trisomy of chromosome 22 has been reported in an 8-year-old schizophrenic 
boy and in 13-year-old twin girls (Turner and Jennings, 1961; Biesele and 
Schmid, 1962). Ten psychotic children were studied by Book et al. (1963), and 
no consistent chromosomal abnormalities were found. Eleven children diagnosed 
as having early infantile autism, and selected to be within the “nuclear group” 
of autism (Kanner and Eisenberg, 1955), were studied. There were unusual 
karyotypes of three subjects, in that each had Y chromosomes longer than 
chromosome 21 (Judd and Mandell, 1968). As males predominate in early infan- 
tile autism, further study was done and it was found that one father had a large 
Y chromosome. It was the conclusion of the authors that the finding represented 
a normal inherited chromosome variation. 

Although the earlier work of Saladino Sankar (1969) on cytogenetics in child- 
hood schizophrenia failed to show any chromosome abnormalities, they later 
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c children (Sankar, 1971). Atypi- 
re found by Fowle (1968). Chro- 
specific for banding was initially 
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Rimland, 1971); a follow-up study of one sibling pair reports that the male 
showed progressive deterioration while the girl showed stable development 
(Verhees, 1976). Intrafamilial incidence studies, focusing on demographic 
factors, showed no significant differences from the central group. Family his- 
tories have veen shown by some authors to include a significantly greater inci- 


dence of alcoholism, mental retardation, and psychiatric illness (Lobascher et al., 
1970). 


ASSOCIATED GENETIC STUDIES 


The establishment of dominance and distribution of handedness in autistic chil- 
dren has been shown to differ greatly from normal children. A high percentage 
of the autistics were non-right-handed. However, the genetic significance of this 
finding is unknown since relatives had not been evaluated (Colby and Parkison, 
1977). 

Dermatoglyphic abnormalties have also been shown in autistic versus normal 
children, A variety of ridge pattern intensity and distribution differences, digi- 
tal and palmar ridge counts, and quality of ridge formation differences were 
seen. These findings were distinct from other subgroups of psychopathology. 
The author concludes that congenital factors exist in the etiology of the dis- 
order (Walker, 1977a). 

Stigmata that might be associated with known chromosomal disorders were 
Not identified in a group of 74 autistic and 74 control subjects (Walker, 1977b). 
Low seating of ears, syndactylia, and hypertelorism were increased in the autis- 
tic subjects. This has been noted by other authors (Mnukhin and Isaev, 1975). 

Postulates that some genetic abnormality is causal for the syndrome of autism 
Temain such. No direct evidence has yet been found for a singular etiologic, 
&enetic factor, 


IMMUNE RESPONSE STUDIES 


Since autism has been linked to other diseases, including rubella, a study was 
designed to determine the response of autistic children to rubella vaccine 
(Stubbs, 1976). Control children had detectable titers. The autistic children had 
a probability of .40 undetectable titer, a finding reported to be similar to the 
responses of prenatal rubella children. The extension of study in this area was 
to cellular immune functions. The postulated defect is that of thymic-derived 
lymphocytes (T-cells) which could make a fetus more vulnerable to viral attack 
and later dysfunction. Preliminary results suggest that the autistic child has a 
relative T-cell deficiency. This deficiency may be a genetic predisposition, or 
certain viruses may interfere with differentiating cells (Stubbs et al., 1977). 

It is known that various neurologic diseases are accompanied by elevations in 
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cerebrospinal fluid immunoglobulins. There have been no studies of these immu- 


noglobulins which would indicate abnormalities in the autoimmune system 
(Young et al., 1977). 


NEUROCHEMICAL STUDIES 


The burgeoning literature with regard to neurochemical studies reflects the con- 
tinuing development of more sensitive and specific assays. Several words of cau- 
tion are in order prior to the review of these studies, In many cases, matched 
control groups were not tested. Numerous variables such as stress, diet, medica- 
tions, or hospitalization were often not considered in early experimental designs. 
Current measures are often those utilizing peripheral fluids such as urine and 
blood in attempts to measure whole brain activity. These studies, however, will 
provide future directions for the study of possible biologic etiologic factors. 
Elevated blood serotonin concentrations were reported in 25% of the autistic 
children studied by Schain and Freedman (1961). Sankar (1971), studying 
Serotonin and norepinephrine uptake by erythrocytes and thrombocytes noted 
the lowest levels of serotonin uptake in autistic children, Norepinephrine uptake 
by platelets did not show Significant differences of interest; increasing age of the 


Subject was correlated with increased serotonin uptake. Other studies noted 
increased serotonin and platelet c 


these findings was an increased 


neurologic and Psychiatric disorders, and age- 
platelet serotonin was found in the younger autistic 


group (Takahashi et al., d to rapidly decrease 


in the first 2 years of li 
(Ritvo et al., 1971). Apparent confi 


many studies, is noted by other authors (Hanley et al., 1977). Other investi- 
gators, however, have not been able to replicate these findings (Campbell et al., 
1974, 1975). 

Another measure of serotonin activit 
of serotonin, 5-hydroxyindoleacetic a 
cursor of serotonin, was given to pat 


y includes urine excretion of a metabolite 
cid (SHIAA). Tryptophan, the dieatry pre- 
ients, and Sutton and Read (1958) found 
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decreased SHIAA in one autistic child. No differences in urinary SHIAA follow- 
ing tryptophan loading were reported by other authors (Shaw et al., 1959); 
Udenfriend et al., 1955). Probenecid, which blocks movement of SHIAA from 
the cerebrospinal fluid, was administered to various groups, and significant dif- 
ferences were found between decreased SHIAA in the autistic group and other 
diagnostic categories (Cohen et al., 1977). 

The probenecid technique was also used by the above group of investigators 
to study cerebrospinal homovanillic acid (HVA), a dopamine metabolite. No 
significant differences were seen across the patients studied. 

Norepinephrine (NE), a sympathetic nervous system transmitter, and the 
enzyme dopamine-B-hydroxylase, which converts dopamine to norepinephrine, 
have been studied in autistic children and their families (Lake et al., 1977; 
Goldstein, 1971; Coleman et al., 1974). Plasma levels of norepinephrine were 
increased in patients, but dopamine-B-hydroxylase (DBH) has been variously 
reported by the above authors as being significantly lower in autistic patients 
and healthy relatives, lower in autistics, or not different from control or schizo- 
phrenic children, i 

In patients, monoamine oxidase (MAO), an enzyme thought to influence bind- 
ing of serotonin or other amine neurotransmitters, has been found to be not 
significantly different from that found in normal children or adults (Cohen et 
al., 1977), 

Catechol-O-methyltransferase (COMT) plays an important role in the degrada- 
tion of released catecholamines. Childhood schizophrenics showed lower COMT 
activity (Walker et al., 1976), a finding at variance with increased COMT activity 
în adult schizophrenics (Matthysee and Baldessarini, 1972). O’Brien et al. mi 
Noted erythrocyte COMT activity in autistic children to be within the moc 
range, A sex difference was noted in that autistic females had higher CO 
activity than control females or autistic males. 
_ Cholinesterase activity, erythrocyte (true) and plasma (pseudo), when studied 
in schizophrenic and control groups, was not significantly different, but = 
verse correlation was found between acetylcholinesterase activity of eryt To- 
cytes and platelet serotonin uptake (Lucas et al., 1971). This apparently pan 
Isolated finding which has not been replicated, and its significance is unknown. 


NEUROENDOCRINE STUDIES 


imag fatty acid (FFA) metabolism is affected by many factors. ae 
Mine B-adrenergic receptors exert an influence on mobilization of FA ( i 
ton et al., 1966). In turn, central nervous system factors alter FFA eee 

Goldfien, 1959: Cobb ah al., 1964). Insulin, glucose, and salicylates, among 
others, decrease FFA while increases in FFA can be related to thyroid and 
8towth hormones, hepato, and fasting. In adult schizophrenics, insulin increases 


r ildren 
Treatment of Psychotic and Neurologically Impaired Childre! 


cortisol. No significant differences T 
ng the groups (Maher et al., 1975). Early 


» although questionable due to technical 
difficulties, noted that 40% of 38 patients evaluated showed flat oral glucose 
tolerance curves (Simon and Tarnky, 1966) 


Plasma !7-hydroxycorticosteroids (17 
normal in responsivene 


dren responded to th 


dimethyltryptamine and S-methoxy-N,N hyltry ptamine were also noted to 
be excreted in the urine of adult chronic schizophrenics (Tanimukai et al., 1970; 
Narasimhachari et al., 1973). The extension of these findings in consideration of 
ed. It has been found that 
children given monoamine 
chnical difficulties existed 
nions by Himwich et al. (1972) 
n : r 

24-hour urine samples collected from the autistic proua in = analysis 
normal children with the same methodology showed a a ma 

These findings were the basis of three subsequent investigation, en edie 
and Himwich, 1975). Of five autistic children Positive for i: arasimhac! “i 
tives free of gross psychotic illness were also examined. of ise oe 27 re : 
bufotenine. An additional 18 autistic children were Studied, ang 13 niga 
tive for bufotenine. The conclusions of the Tesearcherg considered tres pøs 
sults may not reflect a disease condition or that theri at the re 


ormal adults may be 
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carriers of a metabolic defect indicating a genetic basis for the syndrome of 
autism, 

DMPEA (dimethoxyphenylethylamine), another result of faulty transmethyla- 
tion of catecholamines, is also closely related to mescaline. Identification of this 
compound in the veins of adult schizophrenics (Friedhoff and Van Winkle, 
1962) was based on the appearance of a pink spot which appeared when DMPEA 
Was exposed to specific reagents. In childhood psychotics, three authors study- 
ing 37 patients could not demonstrate the presence of DMPEA (Perry, 1963; 
Faurbye and Pind, 1966; Himwich et al., 1972). Thin layer chromatography 
Methodology identified the presence of DMPEA in 75% of childhood schizo- 
phrenics and 83% of normal controls (Widelitz and Feldman, 1969). The pres- 
ence of the pink spot has been subsequently noted in tea drinkers, as a mee of 
ee of phenothiazines and is not excreted by persons on a plant free 

iet, 

Another factor, described and identified as a mauve spot on chromatographs 
of urine (Hoffer ‘and Mahon, 1961), has been noted to be present in 24.5% of 
“disturbed children” (O'Reilly et al., 1965). Later studies noted negative results 
from 28 childhood schizophrenics (Greenbaum, 1970). 


Nicotinic Acid 


Some elements of this biochemical pathway provided initial direction for the 
treatment of schizophrenics (Hoffer and Osmond, 1966). Nicotinamide, as 
described in Chapter 2, has been reported to produce no success in autistics 
(Greenbaum, 1970), results not in concert with the findings of Rimland (1973). 
Profiles of autistic children show increased 4-hydroxyhippuric acid, B-(3- 
hydroxyphenyl)-hydracilic acid, and indoxyl sulfate (Mrochek et al., 1973). 

creased amounts of N!-methyl-2-pyridone-5-carboxamide (2-PY), the end 
Product of the nicotinic pathways, has been reported in autistics (Lis et al. 
1970), Lis et al. (1970) have also shown excessive excretion of 4-hydroxyhip- 
Puric acid in the urine of autistic children. The significance of this is that if 
Mechanisms of detoxification are not functioning, toxicity to these substances 
May occur. These findings may indicate an abnormality in enzyme, a structural 
defect leading to release of cerebral toxins, or the findings may be peripheral to 
the cause of the disease. 


CLINICAL CHEMICAL STUDIES 


Creatine phosphokinase (CPK), found in its greatest concentration in muscle, is 
an enzyme. It catalyzes the formation of adenosine triphosphate and creatine 
from adenosine diphosphate and creatine phosphate. Increases in blood levels of 
this enzyme have been found, for example, following intramuscular injection 
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i er, 
(Sidill et al., 1974), epilepsy (Belton et al., 1967), and acute psychosis get 
1974). A varied group of 96 children including aphasic, atypical, normal, 


L., 
autistic subgroups showed no significant differences in CPK levels (Cohen et a 
1976). 


on i é i ted 
Although no statistical comparisons have been given, several studies have no 


si adino 
lower erythrocyte potassium and magnesium levels in autistic children (Gasan 
and Sankar, 1969). Inorganic plasma phosphate has been noted to be increa 


A 
also (Sankar et al., 1962). No differences in serum magnesium levels have bee! 
shown (Gittelman and Cleeman, 1969), 


Amino Acids 


Identification of p 
several proteins th 
include neuronal c » Structuralization, and nutrition. More specifi- 
cally, S-100 has been related to learn: 

animals, the rate 


were found, 


PHYSIOLOGIC MEASURES 


Sleep Functions 


tages of sleep studies are though 
and the correlation of rapid e 
various forms of sensory input. In t 
reception in autistic children, the a: that # 
; i t i of 
sensitive recovery ratios to total stimulus Patterns hese children had m 


vious work had shown that normal children Ornitz et al., 1972). Pre 


pa ad re s $ 
sleep characterized by greater stability (Ornitz, 1971) a ratios during REM 


` The hypothesis of dis- 


i sleep with modulation ° 
he initial atte 1 
mpt: i tua 

uthors noted pS at studying percep 
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turbance of regulation of sensorimotor integration through central vestibular 
functions was then studied in autistic. children (Ornitz et al., 1973) as well as 
relationship to motor and sensory phases seen in REM sleep (Pompeian, 1967). 
Results showed that with vestibular stimulation, the number of eye movements 
was significantly decreased in autistic children in comparison to normal children. 
Expansion of this work, considering the developmental aspects of REM in 
children (initial estimates of REM periods at birth is approximately 50% with dif- 
ferentiation and decreased length of REM beginning by 3 months of age [Parme- 
lee and Stern, 1972] ), concluded that autistic children had immature patterns of 
REM sleep (Tanguay et al., 1976). Conclusions made by the authors considered 
that these results reflected abnormal brain functioning, possible related to the 
Pontine reticular system (Hobson et al., 1975). 


ATTENTIONAL FUNCTIONS 


Continuing evidence for organic brain lesions was reported by Student and 
Sohmer (1978) who recorded auditory nerve and brainstem evoked responses. 
Out of 15 children with autistic traits, five had peripheral cochlear hearing loss. 
he remaining ten children had longer latencies of the compound action poten- 
tial of the auditory nerve, Possible organic lesions could be in the area of the 
cochlear nucleus, superior olivary complex, and inferior colliculus as these are 
areas from which response waves are obtained (Starr and Hamilton, 1976). 

Intake and rejection of sensory input, or eliciting direction of attention, has 
been correlated with cardiovascular measures (Cohen and Johnson, 1977). 
Emotional and attentional states are reflected in peripheral blood flow measures, 
With external attention foci associated with peripheral sympathetic nerve dis- 
charge and internal attention foci associated with epinephrinelike responses 
Williams et al., 1975; Bittker et al., 1975). The results obtained from the au- 
tistic children suggest that this population cannot modulate autonomic arousal 
and are in a constant state of sensory arousal. An unusual sensitivity to sensory 
stimuli (Goldfarb, 1963; Anthony 1958) does not appear to be sufficient to 
explain the motility patterns of these children (Ornitz, 1974); this may be par- 
tially accounted for by dysfunctions in cerebellum, brain stem, and central 
Connections of the vestibular system. 


ELECTROENCEPHALOGRAPHIC FUNCTIONS 


The effect of stimuli on the nervous system and subsequent behavior exhibited 

Y autistic children has been studied through the use of electroencephalography 
(EEG). In 1964, Grey-Walter noted an absence of the “expectancy wave” in 
the frontal cortex of these children. Conflicting reports have noted abnormal 
EEG records (Kennard, 1953; Hinton, 1963; White et al., 1964; or normal EEG 


ee on Pr T T a Ss 
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records (Eisenberg and Kanner, 1956; Ward and Hoddinott, 1962). A predomi- 
nance of low voltage, fast activity in various situations of stimulation lends 
Support to the hypothesis of a constant state of arousal (Hutt et al., 1964, 
1965). 

The alpha rhythm, a measure of stimulation, and speed of reaction time which 
is independent of alpha blocking (Hermelin and Venables, 1964) are recorded 
from the occipital region and have been regarded as a possible measure of the 
State of arousal (Lindsley, 1960). Pairing auditory stimulation with EEG record- 
ings noted more arousal in the autistic children, but no difference was seen in 


ic, mongoloid, or normal children (Hermelin 
s have been noted by Small (1971). Further 
n seven autistic and seven age-matched con- 
ations of significance in mean integrated vol- 
mall, 1975). However, significant differences 
ages between the right and left hemispheres» 
o differences and the normal children having 


weeks of drug treatment appeared to nor 
children. Defective hemispheric speciali 


ues : $ zation, prese 
dren, may indicate defective brain matura 


z nt in some autistic chil- 
tion. 


NEUROPATHOLOGIC DISEASE STATES ANp AUTISM 


Postulates have been put forth to explain causation o 
on the basis of a “slow or active” virus. Most ca 
Kanner’s or Ornitz and Ritvo’s (1976) necessary an 


f the syndrome of autism 
Ses reported below fulfill 


diagnosis of the syndrome. d sufficient symptoms for 
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A high prevalence of autism has been noted to be associated with congenital 
rubella. The appearance of the autistic syndrome was considered to be a conse- 
quence of the invasion of the central nervous system and the panencephalitis by 
the rubella virus (Desmond et al., 1967; Desmond et al., 1970; Chess, 1971; 
Townsend et al., 1975; Weil et al., 1975; Chess, 1977). The most extensive 
follow-up study, involving 205 cases of congenital rubella, was done by Chess 
(1977), The prevalence rate of both the partial and complete syndrome was 741 
Per 10,000. Cases with partial or complete autism syndromes (17) and children 
with features of the syndrome (four) were evaluated approximately 4 to 5 years 
after initial examinations. Using criteria for improvement, including communica- 
tive nonverbal or verbal language and affective contact with others, three re- 
Covered cases out of the ten original complete autism syndrome cases were 
noted. Similarly, three cases were noted to have improved out of an original 
Seven cases of partial autism syndrome. Further correlations showed a more 
Severe degree of mental retardation associated with worsening or no improve- 
Ment at follow-up. No association was seen with degree of auditory or visual 
'Mpairment and subsequent outcome. The possibility exists that a “slow 
virus can be associated with the development of autism based on the appearance 
of four Previously undiagnosed cases at the follow-up period. i 

Yytomegalovirus (CMV) has been discussed as being a possible candidate com- 
Patible with the development of the syndrome (Stubbs, 1978). This one case, a 

“month-old male, was referred for symptoms suggestive of autism. At 5 
Months of age, no response was observed in audiologic assessments. Complete 
absence of both left and right acoustic reflex was defined at 11 months of age. 

ormal ophthalmologic evaluation at 9 months noted less visual alertness than 

at present at 6 months of age. Enlarged spleen and liver was present through 4 
Months with a below third percentile in weight also noted by the fourth month. 

“ecreased social responsiveness and poor eye contact were quite apparent by the 
time of the evaluation at 17 months of age. The author interprets his findings 
aS Possibly being related to the effect of the CMV encephalitis on the auditory 
and motor areas as well as the association areas of the visual cortex. 

©uropathologic changes in cases of autism were reviewed by Darby 
976). The author cautions the reader in regard to confusion in terminology 
but relates the syndromes on the level of behavioral similarities. Six out of 
Cases were reported to have no significant pathologic findings. Six cases 
licated cerebral lipoidosis with onset of the syndrome after age 2. Although 
only two cases of autism were associated with tuberous sclerosis, this author 

aS noted a clear association in three additional cases. In interpreting data 
Tom all Possible associations of organic factors with autism, one must be care- 

and consider the populations studied, possible selection of specific cases 
Which could slow the association, and need for study of closely monitoried 
Control groups. 


imp 
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DEPRIVATION AND AUTISM 


This section will discuss a previously undescribed syndrome, clinically sie 
tinguishable from the symptom complex of autism, in children who have suf- 


fered severe emotional deprivation and emotional isolation. The work was done 
by Morrison and Lubinsk 


l patterns of maternal care, 5 
asic variables related to the development of th 


ation from the mother, to the 
fa relationship of dependence» 


through absence (considered to ba piration 'S considered to be deprivation) OF 

The following classification for defining the conditions of sions of GR 
child from its mother were suggested. Separation Fey ie Hie E a 
stable and secure relationship has been established with a la are seit 
opportunity to form a stable relationship with any one eh x su E 
fied as complete privation. The most severe case of déprivitin er-figure is c T 
tion from the mother after a stable and secure relationship pe that of eper 
and before the child is old enough to be independent a e E “a ce 
original or a substitute figure. There also can be severance athe ae 


Current Concepts in Diagnosis and Etiology 25 


but a subsequent opportunity to form a stable and secure relationship with the 
Substitute mother. Despite the provision of a substitute figure, there may bea 
temporary deprivation through the interruption of the original relationship. Al- 
though the authors listed other classifications, our sample is composed primarily 
of children who were subjected to complete privation and severe deprivation, 
With occasional cases of temporary deprivation. 

' The professional literature abounds with reports of experimental studies which 
investigate the deleterious effects of deprivation on later behavior. Most of the 
work has been reported in various animal species since it is considered unethical 
to utilize humans in the study of these conditions. Thus, in our clinical work, we 
are often restricted to case histories, fortuitous observation, and retrospection. 
While data collected through such methods may not be ideal, we believe such 
"ports have significant research and clinical value. 

The clinical literature notes that deprivation, or reduced stimulation, has con- 
Sequences for both emotional and intellectual development (Lewis, 1954; 
Burlingham and Freud, 1944; Goldfarb, 1955; Spitz, 1949; Thompson, 1966; 

reedman, 1975). Lack of environmental stimulation in many species has been 
noted to lead to deficits in perception, social behavior, activity level, affect, 
Motor coordination, and intelligence (Evans, 1941; Hamburg 1970; Reisen, 
1961). The development of social competence and the effects of early social 
environments on development have been the focus of many investigators who 
have designed deprivation studies using the nonhuman primate. Total social 
isolation, or the primate deprivation syndrome, results in behaviors characterized 

Y a lack of motor integration, communication difficulties, excessive arousal, 
and abnormal movements or posturing (McKinney, 1974; Harlow et al., 1965). 
The age at which the animal is placed in isolation and the length of isolation are 
portant factors in the degree to which abnormal behaviors are produced and 
the length of time for which these deficits persist. The fact that this syndrome 

as been compared to psychosis and autism indicates the severity of the disorder 
but also points out the need for further study. If an animal who has been reared 
Social isolation is subsequently placed in social situations with age-mate peers, 
; ere is evidence of absent or inappropriate social interactions with inappro- 
Priate aggressiveness and self aggressiveness, behaviors which are not often seen 
in the normal animal (Harlow et al., 1969; Harlow et al., 1966). 

any authors haye postulated that the behavioral abnormalities produced in 
hese animals are the results of learning deficits in critical periods. However, 
these theories have not been supported by the work reported in rehabilitation 
Of the isolation syndrome in the primate (Harlow and Suomi, 1971; Suomi and 
Harlow, 1972; Suomi et al., 1972; Suomi, 1973). Space does not permit detailed 
discussion of the development of this syndrome in an animal model, and the 
interested reader is referred to comprehensive reviews of this work (McKinney, 
1975; Morrison and McKinney, 1976). 
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A corollary to this animal work exists in those cases of social isolation and 
deprivation reported in the human literature (Casler, 1961; Yarrow, 1961). The 


netic, etiologic, and diagnostic criteria (Kavegs!4 


à : f 
a » the evaluations consisted o 
» Parturitional, and neonatal history, family, medica’, 


5 > and detailed i "ON ; ing bio- 
chemical screening on all patients, physical examination ieie 
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in the following ways: 
gence quotient measure 


their early developmental histories, Social deprivation in 
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‘onal cases within a diagnosis 
Vation 


E Gee in an attempt to further 
>in è ae 
hat maternal Press). We believe this is 
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Cases and wish to report on four of these cases illustrative of this association 
which have been particularly well documented. The first is reported in detail 
and represents many common features. 


CASE REPORTS 


This child presented with the following history when he was first hospitalized at 
age 6. He was the fourth and last born child in his family. His father was re- 
Ported to have moved the family around a great deal because of his job. The 
mother was said to have used alcohol excessively. There is no developmental 
history until age 3 when the family moved in with the paternal grandparents. 
During this time, the child was confined to a crib, would be fed when he cried 
“eat,” and aside from contact during those times when he was given a bottle, 
was not in social contact with the family. He was not fed solid food and received 
a bottle for the first 6 years of life, a pattern also apparent in the feeding of his 
sister, When he was 3 years, 9 months of age, his mother was killed in an auto- 
Mobile accident, All family members, except the patient, remained with the 
Paternal grandparents, The patient, because of reported uncontrollable behavior, 
Was sent to live with other relatives and their family of seven children. At the 
age of 5, he showed behaviors of hyperactivity, noncommunicative speech, and 
© was partially toilet trained. Because of marital instability, alcoholism, fre- 
quent separations of the partners, and the reluctance of the family to be in- 
volved in the care of their children, the family was referred to community 
agencies, These agencies, in turn, recommended intensive care for the patient. 
The initial admission evaluation noted that the patient was in the third per- 
centile for weight and the 25th percentile for height with a normal head circum- 
ference, There were no abnormalities noted in further physical or biochemical 
examination with the exception of shuffling gait and inability to grasp a pencil. 
Speech and language reports over the inpatient period noted that at the age of 4 
he said two words, “eat” and “shut up,” and at age 6 he used one noun and one 
verb phrase which were inappropriate to the situation. He would communicate 
needs by temper tantruming. He was functioning at the 2-year level of language 
development, with a great deal of echolalia and inability to use pronouns cor- 
rectly, But at age 9, after intensive inpatient behavioral and educational therapy, 
€ obtained a mental age of 5 years, 5 months, on the Peabody Picture Vocabu- 
lary Test. In expressive skills, analyzed samples showed that he had a mean 
length of response equivalent to 5 years, 6 months. The structured complexity 
Score placed him at 5 years, 6 months of age. Seventy percent of his utterances 
Were appropriate to the situation, while 30% of his utterances were concerned 
with hurting himself or inappropriate comments. Verbal tantruming, screaming, 
hand flapping, and crying were present during the initial speech evaluation. Sum- 
mary language data noted that he was a minimum of 3% years below age level. 
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Behaviorally, in the initial evaluations he showed difficulty in many areas A 
functioning. He revealed a great deal of repetitive behavior which also involve 
hand flapping, finger flicking, toe walking, and fascination with inanimate ob- 
jects, specifically keys and water 
met with resistance and scre 
Hand posturing or body ro 
playroom but did not sho 


gnostic impression was that he showed many of the oute 
in addition, his history indicated that he ha 

ion and privation. The major difficulty in the 
r his psychosis had been present in his early 

»Ìt could have led to the subsequent maternal depri- 

vation. However, his mother had similarly reared his sister who is classified as 


language, although he acquire 
pattern. On the Peabody Pictu 
an increase of 2 years 


The child was subsequently p Di 
lings, and school personnel were t Parent, grandparents, SI 


å avi i ; iques 
used during the treatment phase, and he has remained in o ontoj Pa 
ing special education classes for over the past 3 Years e community, a 
The second case is that of an 8%-year-old boy who 
w. e 
product of an unremarkable pregnancy, labor, and 7! ie the 7-pound, 10-ounc 
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considered normal during the first year, but he did a ey Milestones see 
simple words until 18 months, and there wag little Prostess i a pad ae 
velopment after age 2 years. n all areas of 
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His mother showed severe emotional disturbance and reportedly gave little 
affection to the children. The father was said to be somewhat mentally retarded. 
Evaluation of the patient at age 3 led to a strong consideration of child neglect, 
and this, combined with the general problems of the parents with coping with 
the children, resulted in the institutionalization of G. and the simultaneous 
Placement of his brother in a foster home. 

At admission, G. was felt to be severely retarded with an autistic behavior 
Pattern, which had been noted at a previous assessment. Attention span was 
brief, there was no appropriate eye contact, and he would not smile or show 
recognition of individuals. At home, he had reportedly responded with scream- 
ng to continuing attempts at body contact. He would repeatedly run his fingers 
in front of his face and tap his forehead and was fascinated by repetitive activi- 
ties such as rocking and turning water faucets on and off. There was little lan- 
guage, although receptive ability seemed present at times. 

He made Steady progress, however, and was placed in a foster home at age 5, 
Where he advanced even more rapidly. Within a year, he had developed appro- 
Pilate language and could count to ten and spell small words. Reevaluation at 
that time placed him in the range of mild to borderline mental retardation. How- 
ever, problems continue with periods of “tuning out,” from which he can only 
be aroused by shouting or speaking sharply to him. He also spends a good deal 
of time categorizing himself and animals. Because of this improvement with 
treatment, he was placed in a school program. This was apparently quite stressful 
to him, and the last available records report a general deterioration of his level of 

unction and regression to previous behaviors. 

Little is known of the pregnancy of the third case, a 6-year-old female, other 
than that it was term. The mother was 19 years old at the time of the birth, had 
borderline intelligence, and suffered from a seizure disorder. Nothing is known 
of her early growth andl development. When the patient first came to medical 
attention at age 2% years, she appeared markedly retarded, and it was believed 
that she suffered from a maior disorder of childhood, with marked impairment 
of social and emotional development. Further evaluation revealed significant 
Neglect and deprivation, with some question of overt abuse. A diagnosis of 
sng was made at that time, and she was placed in a foster home by court 

Tder, 

In the foster home, there was a strong tendency towards withdrawal. She 
Would scream when she experienced body contact, and she refused eye contact. 

ere appeared to be deafness at times, even when she was shouted at directly. 

t other times, hearing appeared normal. She sometimes seemed not to feel 
Pain, and her foster mother states that “she had to be taught to cry.” There was 
4 “peculiar” fascination with string, and she would manipulate it endlessly, to 
the exclusion of all else in the environment. In addition, motor mannerisms, 
Such as repetitive finger snapping, were noted. There was no effective speech. 
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The foster home provided a stable environment, and the new parents were 
professional persons who made extensive use of behavior modification tech- 
niques. By the end of 1 year, she was alert and interactive and able to respond to 
verbal instructions. During this time, the diagnoses of a seizure disorder and the 
fetal hydantoin syndrome were made. 
there is little evidence of the 
te is still a tendency to treat 
ye contact while under stress. 
ssion of affect. 

-year-old male, the 6-pound, 2-ounce 
delivery. Developmental milestones 
2 months and walked at 18 months. At 


other playmates besides his Sister, w. 
He was described as not being a 
grandmother, who would occasionally visi 


Continuing problems within the family led to a divorce and to F.’s placement 
in a foster home at age 7. His initial progress as rapid in the new T with 
great improvement in speech and self-help skills, all in less than a year Initial 
opi m a Tanpa Oya Nene des ter SS ene Erene te piel 
tive behaviors under stress. He is currently under Consideration fi ng nial 
placement in a treatment center for psychotic children, ERAN 

In these cases, there appears to be a common sequence, The e 
tion were more intensely apparent after 6 months of 
development became more evident, and there also 
severe intellectual impairment. Psychosis, when it 


ffects of depriva- 
age. Symptoms of delayed 
was evidence in all cases of 
intervened, was severe and 


Current Concepts in Diagnosis and Etiology 31 


characteristic of an autistic pattern. In all four cases, this psychosis was indis- 
tinguishable from autism without a history of maternal privation. The psychosis 
in the severely deprived and isolated children seemed at times to be “defensive” 
with notable regression to psychosis when increased stress was noted in their 
environments, Placement of these children in a supportive, structured environ- 
ment aided in improvement of impaired behaviors. These children continue, 
however, to manifest varying degrees of disturbance related to attachment be- 
haviors and development of affect. This residual impairment, at least in degree, 
Was observed and is postulated to be related to the degree of severity of the 
deprivational experience. Obvious implications from these histories are for con- 


tinuation of support for these children after initial behavioral success in treat- 


ment and living environments. 


That these children are not primarily suffering from the classical autistic syn- 
drome and secondary deprivation due to reactive parental behaviors seems 
“Parent. The rapid response to a changed environment and the marked increase 
w Intellectual capacity in these cases is markedly different from the reported 
clinical course in the syndrome of “classical” autism. Additionally, in the 
final case there was evidence of an ability to relate socially to another person 

*Spite abnormal interactions with the parents. A z 

It is worth emphasizing some of the differences between the cases in this 
“port and the “classic” picture of maternal deprivation. The motility dis- 
turbances (for example, hand flapping under stress), the peculiar uses of objects 
Such as String in the third case, echolalia, the perceptual disturbances, and the 
lack of eye contact described in these children are certainly atypical of ‘‘classi- 
sa? deprivation symptomatology. Most of these patterns have, in fact, not been 
reported in deprived children. 

Some further observations on the reaction of ment 

€privation should be noted at this point Durkin-Stamm (personal commu- 
nication), 

The discovery of retardation or any handicap in a child is known to lead to 
Mourning and occasional emotional withdrawal of the parents from the child. 

is can lead to the effective and affective abandonment of the child. At a 
residential treatment facility, it is not uncommon to admit a child of this type. 

Ypically, there are other handicaps in addition to the retardation, and gradual 
withdrawal of the family from the child’s care tends to lead to the need for 

°Spitalization. On admission, some of these children showed an autisticlike 
Picture with failure to relate, lack of eye contact, bizarre behavior, lack of play, 
and abnormally delayed language acquisition. That these seem more related to 
the experience of severe deprivation than to their retardation is evidenced by 
their response to placement in a stable, supportive environment and concomitant 
Use of structured treatment techniques. 

Passamanick and Knobloch may have been describing such a condition (1975). 


ally retarded children to 
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They reported a rather high percentage (3.4%) of autistic children admitted to 
their service. The referral population was usually under age 2, and there was a 
high proportion of children with Organic disease. Follow-up studies noted that 
the autisticlike behaviors had virtually disappeared in 75% of the patients. It 
can be supposed that evaluation marked entry into the medical-social service 
complex and effectively aided in alleviating the initial consequences of possible 
deprivation and also effectively prevented continued deprivation. 

That this syndrome is easily overlooked is shown also by the statistics reported 
by Treffert (1970). His Survey of major treatment centers in Wisconsin noted 
that there were no children reported diagnosed as autistic before age 3. Passa- 
manick and Knobloch state that studies of psychotic behavior in young mentally 
retarded children are rare.This, again, could be related to the lack of evaluation 
of these cases or to the difficulty in diagnosing this very complex association. 
For the child-oriented physician, inclusion of the early social history as well as 
attention to early development may permit earlier diagnosis with greater Op- 


portunity for appropriate intervention and treatment, and a more favorable 
outcome. 


PROGNOSTIC FACTORS 


Lockyer and Rutter (1970) matched 63 children with infantile psychosis with a 
control group of children with nonpsychotic disorders of behavior, The psy- 


chotic children had attended the Maudsley Hospi A 
pital bet 58 an 
were examined in 1963-64. The general etween 1950 and 19 


dren with “untestable” intelligence or 


Lack of response to sounds and lack of useful speech at 5 years of age also indi- 


cated poor prognosis. The level of adolescent social adj ith 
i i t wi 
the amount of schooling received by the child. Justment correlated 


Factors predicting outcome were also studied ‘ 
Fifty-nine children, diagnosed as having aged sea ea ae 
age 10. They had entered a treatment center between 1952 and 1956 and at 
initial assessment were between the ages of 18 months to 5 ar ns see 
for successful outcome was academic and occupational hea ars. oe A 
teria assumed social and emotional maturity which enabled se + ed 
ment (Lotter, 1974). Significant factors noted that ae cae sequent ac en 
to older age of mother at birth, poor motor and leans pe was re pe 
creased activity, passive tolerance of physical ge development, 


Serer Contact b z 
destructive behavior, lack of initiative, and serio y the parents, self- 


Jac i us maturational lag. The most 
significant variable, similar to that noted in Previous studies (Eivaltava * 1968; 
Bettleheim, 1967; Eisenberg, 1956, was that of 19, Eighty-four percent of the 


“unsuccessful” children either obtained an IQ of 50 or below or were considered 
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“untestable” at initial assessments. Campbell et al. (1977) reported on ten chil- 
dren chosen from a population of 58 psychotic children, former psychiatric 
nursery patients, hospitalized at ages 2.2 to 6.8 years. The study also noted that 
the Prognosis remained guarded. 
es ai et al. (1973) noted that the best predictor of later performance was 
fleas E of the child at intake. Severity of illness and performance IQ were 
în Importance for predictive factors. Percentages for prognosis included 
op bral recovery, 5-15% borderline recovery, 16-25% fair recovery, and 
~!S% poor recovery, 
acer and Simson (1975) note that follow-up results are dependent on con- 
1968" diagnosis, Thirty-three children diagnosed as psychotic between 1956- 
1973 Were rediagnosed in 1971-73 using the DeMeyer-Churchill guidelines. By 
hood only one-third of the original group met the criteria for diagnosis of child- 
doya a honis, Knoblock and Passamanick (1975) evaluated 1,900 patients in 
of mao service and found a 3.4% incidence of the symptom complex 
these ee All had evidence of organic brain disease. Seventy-five percent of 
ct ad varying degrees of mental deficiency. A 5-year follow-up noted that 
eve, of the children had treatment directed toward their psychotic symptoms. 
é ni Ive percent established appropriate (to their level) social responses, and 
„ree of mental deficiency was greater or as great at follow-up. f 
one variables of age and type of onset for prognosis were described by 
rg and Williams (1975). This retrospective study inquired into the develop- 
Of on of the child in an attempt to define onset. Although neither age nor type 
Value a defined subgroups within the syndrome, these measures had prognostic 
In Ch relation to language development and IQ. mre 
chapt ‘pter 2 these prognostic factors are related to treatment definition. A 
e has reviewed much of the literature relevant to etiologic factors an 
“ms in diagnosis, The review and presentation of data is not intended to be 


com 2 : 
inte Plete, but it is to encourage the reader to continue to explore areas of 
Test, 


m 


om be seen that the term infantile autism is not clear-cut and tee 
Schiz, Some caution. The distinction between “infantile autism,” “childhoo 
is phrenia,” and “childhood psychoses,” in terms of presenting behaviors, 
confusing, No systematic definitions appear to be followed in the literature. 
eat Sia child may receive several different labels depending on the orientation 
tas of the clinician. 
© issue of defining the exact nature of infantile autism and other child 
reams has been thought to appear insignificant if a behavioral P 
in Oh The behavioral approach has certainly shown its usefulness (as ete 
modi Apter 2) in its emphasis and concentration on specific behaviors ana heir 
ti ifications, Undoubtedly much time and energy has been spent on defini- 
®nal aspects of infantile autism, but the differential diagnosis of these children 
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at an early age might lead to more clues concerning the etiology of the syndrome 
and more specific preventive treatment procedures based on these etiologic fac- 
tors. Rutter and Lockyer (1967) state that “unfortunately, the findings of pub- 
lished investigations have been contradictory. To a large extent contradictions 
appear to be related to differences in diagnostic criteria but the failure of many 


writers to describe their cases adequately has made it difficult to assess the sig- 
nificance of possible differences” (p. 1169). 


Kanner stated in 1973: 


After its nearly 30-year history and many bona fide efforts, no one as yet has 
succeeded in finding a therapeutic Setting, drug, method, or technique that has 
yielded the same or similar ameliorative and lasting results for all children sub- 
jectedtoit...This... follow-up has not indicated too much concrete progress 
from the time of the original report, beyond the refinement of diagnostic 
criteria. There has been a hodge-podge of theories, hypotheses, and specula- 


tions, and there have been many valiant, well-motivated attempts at allevia- 
tion awaiting eventual evaluation. (p. 145) 


2 
Developing Concepts 


in Treatment 


INTRODUCTION 
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Sieg number of therapies have past t 
Operant = Reaper oe shock, group therapy, residential treatment, 
Cologic aio itioning, psychoanalytically oriented play therapy, and pharma- 
for treatme aa ro mention only a few, are not often united in either criteria 
to Cite ey duration of success. Variability in results has not given impetus 
Ment that H or treatment of choice. It remains that there is no singular treat- 
designed i anges: the course of the syndrome. Treatment is symptomatic, often 
School, f. o alleviate specific problems which interfere with adjustment in 

» family, and daily living. The basic syndrome 1s essentially unchanged. 
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based upon theoretical as well as experimental foundations of the clinicians and 
programs. 


Behavioral Approaches 


The application of learning principles in behavioral intervention with the psy- 
chotic child is a relatively recent yet burgeoning aspect in the management of 
the child. “Behavior therapy is the application of the results of learning theory 
and experimental psychology to the problem of altering maladaptive behavior 
(Ullman and Krasner, 1965, p. 2). “It represents a school of thought which 
focuses on overt behavior and deemphasizes intrapsychic conflicts and similar 
conceptualizations . . . both adaptive and maladaptive behaviors are learned 
through interaction with stimuli in the environment; thus stimuli may be manip- 
ulated to alter behavior” (Forness et al., 1970). 

The foundations for a new approach to the treatment of autistic children were 
defined by the pioneer work in classical conditioning by Pavlov and operant 
conditioning techniques of Skinner 1954). The latter perfected and applied the 
operant method to the study of acute and chronic psychotic children and adults. 
Indeed, much of the impetus for Studying psychotic children in terms of learning 
theorgy came from Skinner, who eliminated the need for verbal instructions. He 
demonstrated that cooperative responses between individuals can be developed 
solely by manipulating the contingencies between reinforcing stimuli and the co- 
Operative response. Reinforcement which required no verbal instruction was 
effective in shaping cooperative responses in both normal and autistic children. 

Operant behavior modification deals directly with behavior maintained largely 
by its environmental consequences. It involves the use or discontinuance of ne~ 
inforcers to elicit, strengthen, or reduce responses. The basic premise, first in- 
troduced by Bandura and Walters (1963), and underlying research and treatment, 


is that deviant behavior is learned and maintained by reinforcement from the 
environment. 


Bandura and Walters state: 


Once rejection is hypothesized as the crucial causative factor in childhood dis- 


orders, a child’s deviant behavior tends to be regarded as a derivative or mani- 
festation of underlying anxiety or hostility resulting from the disturbed 
parent-child relationship. Moreover the influence of specific social-training 
variables, such as direct reinforcement of certain classes of deviant responses 


or exposure to deviant models of particular kinds, is almost inevitably ove- 
looked. 


Autistic behavior, then, is seen as following the same principles of learning as the 
learning of more adaptive, normal behavior. 
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Ullman and Krasner (1965) in their comprehensive Case Studies in Behavior 
Modification point out the importance of Bijou and Baer’s (1961) findings that 
deviant behaviors are indeed established and maintained by the environment. 
This was felt to relate especially to parents, due to the unique and close relation- 
ship they have with their children. 

Behavior modification, then, is the systematic use of intrapersonal and envi- 
ronmental contingencies to alter a subject’s response to certain stimuli. Genetic 
and physiological factors are recognized to predispose for emotional and be- 
havioral disturbance. Attention is focused primarily upon those specific aspects 
of the disorder which have been learned and can be modified. Examples are 
temper tantrums, social unresponsiveness, and nonverbal communication, to 
mention only a few. 

There are numerous approaches concerning behavior modifi 
ment of autistic children. These differ only in their means of achieving extinc- 
tion or deceleration of deviant behavior and acceleration of more adaptive, 
Socially acceptable behavior. For instance, some investigators use only positive 
reinforcement (reward or praise) to achieve adaptable responses, while others 
use punishment training (ignoring the behavior, verbal punishment, time out, or 
electro-shock) to eliminate deviant behaviors. Many use a combination of both 
these techniques, basing the contingencies and modes of reinforcement on what 
is applicable to each child in terms of what is successful. 

Since the major nucleus of behavior modification is to alter the child’s current 
behavior and the entire set of circumstances that contribute to it, clinicians must 
thoroughly investigate the child’s present behavior within the home or institu- 
tional setting, A baseline rate of behavior is taken for each separate deviant 
behavior being treated. Next, appropriate modification techniques must be 
Selected and specified in precise terms. Once the experiment and treatment are 
Over, the baseline score will be compared with behavior after modification. The 
difference is calculated as the measure of “improvement” or “change, Pg IRAR 
increase in prosocial actions, such as more verbal exchange, or a decrease in aber- 
rant behaviors such as head-banging or temper tan 

One of the most difficult problems encountere 
working with autistic children arises from the ¢ 
in many cases, their idiosyncratic responses to Soc : 
goal of any behavior modification program is to render other human beings 
Meaningful in the sense of becoming rewarding to the child. A second aim is to 
develop Positive adaptive behavior in place of deviant forms. A final goal of be- 
havior modification techniques is to place the child in a normal social environ- 
Ment. It is hoped that desirable behavioral responses would be maintained 
through Positive social interaction and their associated positive social and 


on reinforcements. 
gain, it is important that the 


cation-based treat- 
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d by behavior modifiers while 


hildren’s unresponsiveness Or, 
ial attention. Thus, the first 
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view of the kind of treatment the children in the following studies are receiving. 
It appears that schizophrenic children who are already responsive and tend to 
indiscriminately respond to all stimuli will need a stable, quiet, limited environ- 
ment and general treatment. The unresponsive, “insensitive,” and hypoactive 
autistic child will need a stimulating environment and various new forms of 
treatment from day to day. Since the labels infantile autism and childhood 
schizophrenia are used interchangeably or often to define the same group of 
children (for example, in the DeMyer and Ferster [1962] article, the children 
are referred to as schizophrenic, while in the Ferster and DeMyer [1962] study 
involving the same group of children, these children are called autistic). It is 
important but not always possible that these differences be recognized and 
clarified. 

The following studies are generally experimental. Current choices of treatment 
procedures are often extended or disregarded by succeeding studies. Again, this 
presentation of the learning theory treatment of autistic children does not in- 
tend to present all of the research accomplished in this area during the past 
decades; rather, the most representative studies will be reviewed. 

As in most fields, there is a delay between theoretical findings and application 
of behavior modification techniques. Although the use of operant conditioning 
on human beings was noted by Skinner in 1954, research dealing with modifi- 
cation of deviant behavior of autistic children did not appear until the early 
1960's. 

Learning theorists have not been as concerned with establishing etiology as 
have the psychoanalytic therapists. It is generally assumed that a combination of 
factors may be at work, either organic, environmental, or, more likely, in combi- 
nation. The bulk of research appears to be centered around designing specific 
treatment programs for specific symptoms in terms of each individual autistic 
child. One author who demonstrates a great deal of interest in etiology is Rim- 
land (1964). He depicts the condition as a “cognitive dysfunction” stemming 
from malfunction of the reticular formation of the brain stem. A basically or- 
ganic view such as this one involves physiological treatment as well as modifica- 
tion. The essential learning that must be imparted is “reeducating neurons tO 
take in cues from the environment.” Among Rimland’s methods of treatment is 
the important “‘role of reward or incentive in learning.” 

Broen (1968) is another author who demonstrates a primary interest in the 
causation of infantile autism. In his comprehensive survey of research, this 
author places stress on the heterogeneity of such children and the multiple pos- 
sible etiologies. Kanner’s (1943) first attempt to pinpoint cause by diagnosing 
the faults and characteristics of parents seems discredited by the bulk of evi- 
dence, which suggests that parents of autistic children are a cross section of the 
population, as noted previously. In contrast to the limited view of blaming 
“parental attitudes,” recent theories suggest that reduced cue utilization is both 


Developing Concepts in Treatment 
39 


4 
oa ng style of response. It could also be the “result of basic 
ay co S ability to process information” which ends in much informa- 
ohh oe ne = a to favor a merging of these two possible causes and 
oy Bia i Sone pes modifiers operate on the assumption that the autis- 
hsm set hat eficient in physiologic make-up and has learned various 
tah te tuto hpi tik et reinforcement schedules of parents. 
tr pte Do ion to the deviant behavior while not reinforcing 
Another hypothesized cause of infa 


(1970): 


ntile autism is elaborated upon by Leff 


pm explanation for the unique success of behavior modification 
turbea eee much of psychotic and especially autistic deficit is due to the dis- 
dues ta the s inability to learn under ordinary circumstances. Whether it is 
Sitti, wa A ge malfunction, parental influence or the more likely inter- 
AA ot early failtire to solve extremely simple problems would be 
with suei o interfere with subsequent learning . . . It follows that the infant 
neni ch a developmental history would be for the most part helpless to 
on int or adapt to his environment and would therefore tend to withdraw 
Soaked ET with his surroundings. If this sort of etiological conception is 
ee ‘ then it may be hypothesized that behavior modification methods 
sis eye os striking effects simply because they order the environment so 
begins > the most severely impaired child can manipulate it. Once the subject 
Bries r experience manipulative success, it is possible that a facilitation 
seed egins whereby an eventual approximation to normal intellectual 
fies gan occur. The crux, then, of successful behavior may lie in the cumu- 

capacity of novel, positive experiences to effect substantial reorganiza- 


tion of personality. 


cted to play a central role in 
eralize his learning. These key 
ted, adaptive behavior 


E y 
mie of certain key behaviors is expe 
hehe the autistic child with the ability to gen 
viors responsible for triggering the growth of rela 


mus ; A A 

a specified in order to accomplish this goal. 

inn goes on to say that the necessity for the family and other external envi- 
ental factors to actively engage in treatment in both residential and home 


a ml be accepted fully. In order to produce long-lasting effects, behavior 
ee, ne cannot end with the treatment situation. Adaptive change in the 
possibl child will be reliably and effectively achieved only when it ‘becomes 
in the a to involve all the important aspects of the child’s social environment 

Gia ei process.” 
to dats ae of the Child Study Center i 
s e intervention project for autis 


n Nashville, Tennessee, reports that, 
tic preschoolers and their parents, 


40 Treatment of Psychotic and Neurologically Impaired Children 


there has been a great deal of success. Nuclear intensive treatment programs are 
implemented entirely by parents; any other method is regarded as relatively 
expensive and inefficient. Though there is no data as yet to support claims of 
improvement on the base rates for recovery (the progress reports of 1970 con- 
tained no evaluations), the program seems to be accomplishing positive results. 

A slightly different approach in treating autistic children by involving parents 
and paraprofessionals was presented by Davison (1965). He employed intelli- 
gent, highly-motivated college undergraduates to execute operant conditioning 
techniques on autistic children. The results indicated increased control of the 
children by verbal command but, like the Ora project, the study is not definitive. 
The setting was uncontrolled, and the program lacked “rigorous experimental 
measures.” The most significant implication was that in a short time these stu- 
dents were “trained to execute behavior-control programs that require appli- 
cation of learning principles to the manipulation of psychotic behavior in 
children.” 

DeMyer and Ferster (1962) performed much the same kind of experiment in 
training a regular hospital ward staff of nurses and attendants in learning princi- 
ples. Each worker was assigned a child and required to discover which adult 
behaviors were most reinforcing for each of the eight children involved in the 
study. The authors, in conjunction with these nurses and attendants, then 
devised individual treatment programs for each child in which preferred adult 
reinforcement was contingent upon desired responses. 

The experiment was in no sense rigidly controlled, and the effectiveness of the 
intervention was difficult to evaluate. However, classes of specific behaviors 
seemed to improve. The entire treatment program was though to be more prac- 
tical and effective with children under 6 since reinforcement involved great 
amounts of physical contact, cuddling, kissing, and hugging. 

There is a question of whether the children in this study, though labelled autis- 
tic, were instead schizophrenic. According to Rimland’s definition, the truly 
autistic child would not have particular interest in adults and have no special 
form of preferred adult attention. It appears to follow that autistic children 
would not usually accept or be reinforced by the kissing and cuddling that took 
place. Rather they would require some preexperimental conditioning to make 
adults reinforcing so that adult affection or attention was meaningful. 

Many studies deal with more general and global effects of behavior modifica- 
tion on autistic and schizophrenic children. Ferster (1961), in a summary dealing 
with behavioral techniques, accounts for the autistic condition as being due to 4 
reduced amount of parental reinforcement of the child’s performances. Atavistic 
forms of behavior such as tantrums, extreme withdrawal, rocking, and head- 
banging are, according to Ferster, differentially reinforced by the parent while 
little attention is paid to prosocial adaptive behavior. Thus, the child learns tO 
get attention not by responding “normally” but by exhibiting bizarre or tantrum 
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behaviors. Though this discovery is not a new postulate in the behavior modifica- 
tion literature, it is validated in this study by case studies and numerous specific 
examples. 

Ferster found that the autistic child is often reinforced by his physical environ- 
ment in a reliable, rewarding manner. For example, when touching a rocking 
chair the autistic child will discover to his delight that it rocks with each touch. 
The interpersonal environment, on the other hand, does not always respond in a 
constant manner. For instance, if a child wants to be picked up, sometimes the 
mother will lift him into her arms but at other times she may ignore his cries due 
to fatigue or occupation with another interest. Parents also tend, according to 
Ferster, to interfere with the child’s attempts to make major changes in the 
physical environment, like touching and handling household items or moving 
furniture. The child is thus limited to more primitive levels of control such as 
playing with his own shoelace, moving his fingers in his own visual field, and 
emitting minimal nonvocal responses. Ferster suggests, in conclusion, that treat- 
ment of autistic children begin initially with the development of a relationship 
that is both accepting and reinforcing of prosocial behavior. It should also be 
satisfying to all needs and wishes of the autistic child. This latter suggestion 
seems to echo the psychoanalytic approach to treatment of autistic children. 


Another more global, definitive study involving “operant interpersonal meth- 
ods” was presented by King and coworkers (1960). These authors were able to 
promote more appropriate response 


elicit more interest in the environment and 
Patterns in adult schizophrenics. The experimenters used candy and cigarettes as 
reinforcers, and the patient had to first work with the therapist and then with 
another patient for the reward. All 12 were assessed as “generally improved” in 
communication and cooperation with others. , 
Lovaas (1968) implements such findings by King, Ferster, and others in a 
detailed presentation intended to clarify more general issues in operant approach 
with schizophrenic children. This author states that the means of accomplishing 
treatment within the operant reinforcement paradigm is first to build behaviors 
by relying on primary rewards. A second intervention method proposed by 
Lovaas is to concentrate treatment efforts on facilitating the schizophrenic 


child’ tay : 3 
ild’s acquisition of social reinforcers. 


Treatment studies, then, have been concerned with both the conditions under 
which complex behaviors are acquired and the conditions under which social 
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In an attempt to “merge scientific and clinical approaches to the problems of 
psychological disturbance,” Browning and Stover (1970) present a detailed ex- 
perimental design illustrating specific operant conditioning with autistic children. 

These authors revealed a phenomenon in autistic children they termed “rér 
versed polarity of reinforcers.” That is, what is normally aversive (such as nega- 
tive social attention or punishment) to the normal child can seem to be positively 
reinforcing to psychotic children. Likewise, what is normally positive or rein- 
forcing to a normal child (such as touch or priase) can seem aversive to the 
autistic child. Thus, treatment is doubly difficult. It involves reversing reinforce- 
ment values by treating the child to react to ordinary aversive social events aS 
aversive and to respond to positive events as rewarding. This must be done prior 
to employing operant techniques to control deviant behaviors and establish new 
prosocial skills in the child’s repertoire. Classical conditioning, or pairing two 
stimuli with a response, was discovered to be generally successful in reversing 
polarities. 

Once general factors have been taken into consideration, it is possible to con- 
centrate on creating specific prosocial behavior in the autistic child and at the 
same time extinguish behavior that is not considered socially acceptable by this 
culture. By correcting key behaviors it is hoped that the more general behaviors 
will become less deviant. 

One area of immediate concern is that involving the routine processes neces- 
sary to maintain health, such as sleeping and eating. A classic study conducted 
by Wolf et al. (1964) to alleviate the severe problems of Dickey, a 24-year-old 
autistic child, had dramatic results. Prior to the experiment, eating and sleeping 
behaviors were erratic and exhausting to the parents. The child refused to wear 
eye glasses which were prescribed in order to save his vision. By using food as 4 
reinforcement, and isolation from all social contact as punishment, that is, the 
time out procedure, the deviant behavior soon dropped out when isolation was 
made contingent upon undesired behaviors. The patient not only learned to wear 
the glasses but was eating and sleeping on a regular schedule at the completion 
of the treatment. 

In the use of any behavior modification paradigm, the effectiveness of the re- 
inforcer Plays the major role in establishment and maintenance of behavior- 
These reinforcers vary with the individual, especially in the psychotic child, 

‘because of his general deficit in positively maintained behavior” (Ferster and 
DeMyer, 1962, p. 313). Secondary reinforcers such as verbal approval are intro- 
duced following the use of primary reinforcers, such as candy or food. Lovaas 
et al. (1973) speak to the issue of moving rapidly to the secondary reinforce™» 
initially pairing them with primary reinforcers. Jellis (1972) further defines the 
positive characteristics of these reinforcers, and there are multiple reports 2 
individual responsiveness to them (Fineman, 1968a, 1968b; Silver, 1970. 

The modification of maladaptive behaviors and the ratio results of thes? 
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programs have been reviewed extensively (Leff, 1972; Margolies, 1977), and 
great detail is not possible in this chapter. However, some basic behaviors and 
programs will be discussed in order for the reader to have some familiarity with 
the change which can accompany behavioral management. One should under- 
stand that prior to the instigation of many programs, maladaptive behaviors, 
which by their intensity as well as their presence interfere with acquiring adap- 
tive behaviors, must be eliminated. Thus no eye contact, temper tantrums, 
bizarre mannerisms, and others need modification prior to, for example, sociali- 
zation, speech training, or play. 

Since language is essential to socialization, as well as most forms of learning, 
numerous programs have concentrated on helping these children acquire com- 
munication skills. 

_Tsaacs et al. (1960) were among the pioneers to test the new operant condi- 

tioning methods on the speech of autistic children. They reinstated verbal 
behavior in two autistic children who had been mute for 14 and 19 years, 
respectively. 

Stark and Giddon (1968) present a program for developing language that is 
fairly representative of the work in this area. They assume (and it is widely 
accepted) that children learn many activities including speech by imitating the 
behavior they observe. Their subject showed no signs of imitation; hence the 
first goal was to establish this. They had previously tried inducing vocal imita- 


tion with no success so they aimed for gross nonvocal imitation. They first pre- 


sented gross body movements the subject could easily discern. At first the child 


was prompted by physically moving him through the required motion. Imme- 
diate reinforcement was then delivered by saying “good boy” and giving him a 
piece of candy (a primary reinforcer). 

Gradually more discrete stimuli such as movements of 
could then be introduced. Slowly, the transition was ma ; 
Vocal imitation, with small increments of behavior. The terminal behavior was 
broken down into target behaviors, each one arrived at by successive approxima- 
tions. In selecting sounds to imitate, they considered those he had and then 
those with easily discernible features that could be prompted by manipulation of 
tongue, lips, and jaw by the therapist. They were introduced in a hierarchy of 
gradually increasing complexity. Very small increments of behavior were rein- 
forced. For example, the child in producing the sound “N” was first reinforced 
foj Producing a sound with his tongue held between his teeth; then closer prox- 
'mity to the incisors was reinforced. Verbal labelling was carried out by first 
having the imitative responses desired printed on cards. Candy was placed on 
the card, and the child received it when he made the appropriate sound. This 
Was at first prompted. The same procedure was used to establish an association 
between pictures and words. Verbal discrimination was taught by bringing more 
verbal behavior under the control of verbal stimuli. Responses were incorporated 


the tongue, lips, and jaw 
de from nonvocal to 
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into phrases such as “get the ___.”” In this way complex verbal behavior was 
developed. 

Hingtgen (1965), in concert with Stark and Giddon, felt that a foundation for 
more substantial and enduring behavioral changes can be established by rein- 
forcing imitative behavior. They postulate that as imitation becomes rewarding 
in itself it will generalize to many new behaviors. His subjects were two mute 
autistic children who had not improved under various traditionally oriented 
therapies. They were isolated in a room individually for 21 days with 6 hours of 
daily training. Food, water, and release from physical restraint were used as rein- 
forcers for imitation of use of body, use of objects, and vocalizations. They 
noted a significant increase in imitative behavior which also generalized to the 
acquisition of new responses. This is also noted by Lovaas (1966). 

Hewett (1965) developed an ingenious method for teaching speech. He placed 
the child in a special teaching booth to reduce extraneous stimuli and allow the 
introduction of negative reinforcement. A moveable shutter separated the 
teacher and subject. At the sound of a bell (made by the subject) the shutter 
rose and contact was made with the teacher. Rather than the usual reinforcers, 
Hewett also introduced music, a ride on a revolving chair, and cartoons in addi- 
tion to candy, light, and the presence of the teacher. Isolation and darkness 
served as negative reinforcers and were administered when the child failed to 
respond appropriately. Hewett points out that what he was teaching was speech, 
not language. Speech was defined as being “articulated vocal utterances.” 
Meaningful language implied “expressing of thought and emotion in an appro- 
priate and integrated manner.” Thus there still was a great barrier to be crossed 
here. Lovaas, however, seems to have overcome this barrier in his experiences 
with teaching verbal behavior to autistic children. The emphasis in his program 
was on the functional use of speech. Lovaas (1966) points out that, with one OF 
two exceptions, children who were receiving language training from him rarely 
volunteered to speak. They were in a sense “over trained” since they responded 
only to specific cues given by attending adults. This prompted him to develop 4 
program for the training of spontaneous and conversational speech. Emphasis 
was placed on bringing the child’s verbal behavior under the control of a large 
array of stimuli. These stimuli were those that the child encountered outside the 
training sessions. Training consisted of two phases: the establishment of de- 
mands and the development of comments and stories, including recall. Demands 
were developed by prompting the desired response, fading the prompt, and then 
waiting until the child made the desired response. For example, he would have 
to request whatever it was he wanted before he could receive it. The same para- 
digm was used in teaching the child to seek information and ask questions. The 
child was prompted to ask an adult a question after it had been asked of him- 
The prompts (“say how big is this?”) were then faded, and the child was finally 
told to “ask me some questions.” Lovaas noted that at this stage the child begins 
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to experience a real feel for speech. The children were encouraged to talk about 
a broad topic initially with prompts involved; then prompts were faded. Many 
authors have used these operant techniques to develop expressive language 
behavior (Lovaas, 1966; Stark et al., 1968; Sulzbacher and Costello, 1970; 
Hartung, 1970; Wolf et al., 1964; Miller, 1969; Jensen and Womack, 1967; 
Schele et al., 1967; Fineman, 1968b; Rubin et al., 1967; Pronovost, 1961; Hew- 
ett, 1965; Cook and Adams, 1966). Weiss and Born (1967), however, noted the 
low level of expressive language attained by operant conditioning procedures. 
The children in most of the studies exhibited no spontaneous conversation and 
showed little generalization of the experimental response to stimuli outside the 
experimental situation. Pronovost (1966) found that situational cues were 
contributing significantly to the child’s responses and postulated that, in expres- 
Sive language studies, comprehension and thus, generalization, may be minimal. 
Guess (1969) in a study of receptive language with retarded children attempted 
to measure the relationship of a child’s receptive language development to his 
expressive speech. The study raised the intriguing possibility that language 
reception and production are largely independent processes showing little 
generalization from one to the other. The majority of studies in the area of the 
autistic child’s speech and language development have concentrated on his 
expressive speech and language development. If Guess’s hypothesis is tenable, 
then the language studies with autistic children emphasizing expression Or 
production could be expected to show little language generalization or spon- 
taneous speech, as the child has little or no comprehension of what he is pro- 
ducing. He would be bound by the specific stimulus components of a given 
learning situation. Thus, to enhance his language development, it can be argued 
that the autistic child also needs training designed to develop receptive language. 
To date there have been few receptive language studies done with autistic 
children (Morrison et al., 1971). The Morrison ef al. study was concerned with 
the effect adult verbal requests had on the behavior of autistic children. Their 
hypothesis was that the child would show a stable rate of responding to a verbal 
request if his comprehension difficulties were due to receptive developmental 
aphasia and a variable rate of responding if they were due to conflicts con- 
cerning compliance and resistance to the request. The results, which showed the 
children responding variably to the requests, were interpreted as support for the 
“conflict” theory. This conclusion was based not only on the children s rate of 
responding but also on the experimenter’s observations of “conflict.” It is true 
that motivation does play a large part in responding, and the authors would have 
been correct in maintaining this alone; however, the “conflict” hypothesis was 
not sustained by the results obtained, as a stable or variable rate of responding 
as been shown to be a direct function of the contingency applied to behavior. 
Either alternative could have been supported depending upon what contingency 


was applied. 
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A review of the remainder of the language literature reveals few receptive 
language studies. Bricker and Bricker (1971), working with retarded children, 
utilized a naming procedure to facilitate discrimination learning on the basis of 
auditory cues. They hypothesized that the receptive language training in 
discrimination would facilitate formation of a learning set that the child could 
use for future discrimination problems. Zimmerman et al. (1969), again 
working with retarded students, looked at the effects of token reinforcement 
on instruction-following behavior in a group situation. They found that large 
increases in instruction-following behavior occurred in most of the group after 
the contingency was instituted. Schutte and Hopkins (1970) studied the effect 
that teacher attention had on instruction-following behavior in a normal kinder- 
garten class. Their results support Zimmerman’s findings that contingent rein- 
forcement will reliably increase instruction-following behavior. Guess (1969), 
in the previously cited study with retarded children, did a functional analysis of 
receptive language and productive speech, utilizing the subject’s acquisition of 
the plural morpheme. He found that while generalization was noted within the 
child’s receptive speech repertoire, the receptive language training did not 
generalize to the area of expressive speech. Baer and Guess (1971) measured the 
receptive language behavior of retarded subjects and also found generalization 
of response classes occurring within the receptive language behavior of the 
children. 

Thus, in summary, these few studies of receptive language have shown that 
contingent reinforcement reliably increases the frequency of receptive language 
behavior. Attending to auditory cues increases discrimination, and generaliza- 
tion of receptive language training to other similar receptive tasks occurs, al- 
though this receptive training does not often seem to generalize to expressive 
speech. 

Stark (1972) has suggested teaching single element components and the use of 
visual stimulus cues in programming language for autistic children. Carrier has 
successfully demonstrated the use of a prosthetic nonspeech mode of communi- 
cation with a population of severely retarded children. The communication 
mode required the subject to order differently shaped chips on a tray, using 
shape as a coding device for items within a syntactic class and color as a CUe 
across syntactic class. A similar procedure (McLean and McLean, 1974) has been 
used with two nonverbal autistic children. The two children were able to com 
municate by placing the appropriate plywood word wymbols on a slant tray: 
One purpose of the current investigation was to modify the previously successful 
visual cueing programs of Carrier and McLean and McLean for use with an autis- 
tic child who is capable of utilizing a speech response mode. 

A second important aspect of language programming for the autistic child is 
the systematic integration of behavioral and language programming. Sulzbachet 
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and Costello (1960) suggested a program of therapy, including a behavioral 
program of eye contact as a programmed requisite to language training. 

A second aspect of generalization to be considered is stimulus generalization. 
McLean suggested systematically shifting the stimulus cue from echoic, to pic- 
ture, to printed word, to sentence completion in the remediation of articula- 
tory deficits of mentally retarded populations. Few attempts have been made to 
apply his technique of programmed stimulus shifting beyond the phonological 
level of language. 

In regard to the major language deficits displayed by the autistic child, one 
notes that most researchers have been interested primarily in expanding the ex- 
pressive language repertoire. They have often neglected the receptive compo- 
nents of language behavior. 

Another area which learning theorists consider vital and key behavior is that 
of social interaction. It is hypothesized that once a rewarding relationship is 
established between the child and the experimenter, this relationship will gener- 
alize with operant techniques extended to other people and situations. Grad- 
ually, the goal is to be able to fade out the primary rewards and replace them 
by moderate amounts of social reinforcement. 

Hingtgen and coworkers (1963) in their 
schizophrenic child could be led to interact with another child if reinforcement 
Were contingent upon that interaction. By gradually increasing the complexity 
of interaction by the method of successive approximation, an improved form of 
social behavior could be obtained. Thus, six schizophrenic children who had 
been observed to initiate little or no social interaction with peers were trained to 
operate levers to obtain coins at a fixed-ratio schedule of reinforcement. These 
coins were then used in vending machines to get candy, crackers, or cereal. 
Each child worked daily for 30 minutes until a baseline was established. The 
Subjects were then paired on the basis of length of hospitalization and placed 
together in the room in all following sessions. i 

Using nonverbal operant conditioning techniques, the cooperative responses 
were shaped in succeeding sessions until one child became totally dependent on 
the response of the other to obtain coins. On the average, 23 sessions were 
necessary in order to shape cooperative responses in the children. 

The frequency of physical contacts between the subjects, although not directly 
reinforced, was higher during the shaping period than in the ward. The children 
were also observed to make vocal responses and facial expressions which ap- 
peared to be directed toward their partners. While little evidence supports the 
continuation of social interaction on the ward, it was suggested that an exten- 
sion and modification of contingencies in a ward situation would produce more 


Permanent change in behavior. 
A study by Jensen (1967) illustrates son 


experiments hypothesized that a 


ne of the methods used to eliminate 
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certain behaviors. When temper tantrums occurred in his client, Fe ie aa 
cedures were used. The child was placed in a “quiet room, which = eae 
and unstimulating. This procedure utilizes the concept of “time out,” a ie 
where the child is removed from all sources of reinforcement. The temper pee 
trums which occurred ten times a day, soon dropped to a very few a ai on 
this procedure. Bandura and Walters (1963) and others believe that punis T “ 
models and teaches aggressive behavior to the child. In conjunction with puni r 
ment, the situation should always be one where the performance of a beret 
behavior avoids or terminates the response. Punishment only teaches the chi 

what not to do, and a child should always be taught also what to do. Lovaas et 
al. (1965) demonstrated in a study using electric shock how very important K 
the concept of negative reinforcement. In essence the children learned to ap 
proach adults to avoid shock. Lovaas Stated that the extensive presence of a 
in everyday life suggests that it might be necessary for the establishment an 

maintenance of normal human interactions. The adults in the study became dis- 
criminative stimuli for the removal of noxious stimuli, just as parents become 
SD’s for the removal of Noxious stimuli to infants. The belief is that any stimu- 
lus which is associated with pain reduction acquires positive reinforcing proper 
ties. As the adults were associated with shock reduction, affectionate behavior 
towards them increased. This responsiveness to other people is a major step in 
any program. Unfortunately little generalization of learning took place. The 


therapists soon lost their secondary reinforcing Properties, and the child was not 
responsive to people outside the experimental situation, 
These results are consistent 


be that they became cond 


There are numerous Studies for referral in re 
tioning generalized imitation (Metz, 1965 
1975; Freeman et al., 1976), effei 
Boucher, 1977; Koegel and § 
Schreifman (1974), classroom b 
1968; Koegel and Rincover, 
(Marshall, 1966; and eye con 


itioned aversive SD’s, 


gard to specific behaviors. Condi- 
), generalization (Rincover and Koegel, 
cts of stimulus on learning (Schreibman, 1975; 
chreibman, 1966), play behavior (Koegel and 
ehavior (Rabb and Hewett, 1967; Martin et al., 
1974; Frankel and Graham, 1976), toilet training 


1968; Hartung, 1970) are repre- 
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empirically or perhaps they are real and there are natural limits inherent in the 
theory. However, it can be said that “*. . _ studies indicate that Positive Reinforce- 
ment may be an extremely useful tool in the education and rehabilitation of 
psychotic children. None of the investigators whose work was reviewed would 
claim they have cured their subjects. But many can justifiably state that they 
have equipped their subjects with several of the basic skills and habits neces- 
sary for the most rudimentary of adjustments to their social environment” 
(Leff, 1972). 


Psychodynamic Therapies 


As mentioned earlier in this chapter, the approach of psychodynamic therapy to 
a child and the methods employed in treatment are based on “one’s conception 
of the nature of the disease process” (O'Gorman, 1967, p. 42). There are a num- 
ber of variations of psychodynamic/psychoanaly tic therapy in the literature, 
including the type of therapeutic situation with differing emphasis on the impor- 
tance given to interpretation of the childs actions, attempts to control the 
environment and behavior of the child, specific variations in methods such as 
group vs. individual treatment situations, and goals of treatment. 

The 1950’s witnessed a growing psychoanalytic interest in the treatment of 
Psychotic children. Before this time many investigators supported previous 
viewpoints that the psychotic disturbance was essentially “outside” the realm 
of psychodynamic treatment. 

Psychoanalysis in its pure form was 


treating neurotic disorders that were thou i 
of certain traumatic factors by the conscious mind. These factors subsequently 


Persist in the unconscious mind as dynamic repressions. They then were postu- 
lated to lead to conflicts which can be resolved by uncovering and analyzing the 
repression, This analysis implies separating a whole into parts so as to find out 
the nature, proportion, function, or relationship of the whole. In psychoanalysis 
this is traditionally accomplished through four standard procedures: dream 
analysis, conscious memory, free association, and transference. f 

h dealing with psychotic children these traditional approaches met with some 
difficulty, Some of the standard methods have been adapted to children. For 
instance, Klein (1950) discovered that the merits of free association are derived 
from the free play situations with disturbed children since play is considered a 
More natural action for young children than speech. Reproduction of thie wort 
through playthings was felt to allow the child to act out his feelings ina safe 
World. These play actions are equated by the therapist with spoken ideas, and 
interpretations have been shown to be valuable in helping the psychotic child 


adjust to reality. 


developed by Sigmund Freud mainly for 
ght to be the result of the rejection 
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Like learning theorists, psychoanalysts have a multitude of theories ogee 
what causes the autistic condition in children. Many agree with Freud’s (194 : 
original postulate that psychosis results from a breakdown in ego structure, : 
lack of object awareness or sense of identity, and fixation or regression at primi 
tive levels of functioning. Some support the theory of early trauma or crisis as an 
explanation. Others feel the disorder is brought about by an aberrant mother- 
child relationship. Many feel that the autistic child may have been constitu- 
tionally predisposed or that inadequate defenses underlie the child’s retreat from 
reality. Each authority has a different means of “reconstructing” reality for n 
autistic child in terms of what each defines as being the central problem an 
cause. This has resulted in a great deal of confusion and criticism. 

One striking repetition in nearly all of the early psychodynamic literature con- 
cerning treatment of autistic children is the stress placed upon the initial pe 
lishment of an exclusive need-satisfying relationship between the child an 


therapist. Once the autistic barrier is penetrated through this relationship, rea 
Progress is thought to begin. 


Another striking similarity in many early studies is the lack of concrete sugges- 


tions and methods for treatment Of autistic children, Few studies illustrate by 
example or direct information how autistic children should be handled. Most 


treatment methods were implied in what the author stated was most important 
or most in need of correction. 


probability for recovery. Perhaps b 
specific, validated studies coming to the fore. 
The literature of dynamic diagnosis and treatment for psychotic children has 
increased. These disturbances were once vi 
nd 


appeared to be intro- 
f treatment in autistic 
owever, more extensive casework 


ductions to the field rather than advances in the frontiers o 
areas. Toward the end of the past decades, h 
and more flexible modes of therapy begin to take the spotlight. 

Before listing and discussing some of the representative methods employed by 
psychoanalysts to treat autistic children during the past decades, it is important 
to clarify one issue. This section does not intend to list exhaustively all the 
material that has been written in the psychoanalytic | 


i ae ; 3 iterature concerning treat- 
ment of infantile autism. Rather, it is the intention of the authors to point out 
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Some of the more classic studies and central issues which have appeared and 
reappeared throughout the literature. 
th this survey of the literature, there is a dichotomy between the more “tradi- 
tional” and the “modern” methods introduced in the psychoanalytic treatment 
ne children. Many leading investigators used techniques applied to neu- 
ceo for psychotic/autistic children without much alteration in the 
2 far n procedures. Some of these authors tended to diagnose infantile autism 
Bolua | by interpersonal and intrapersonal disturbances. These disturbances 
inadequate defense mechanisms, lack of object-relationship formation, 
oni ego functions or transference processes, and environmental aber- 
aie as disturbed parent-child relationships. Following these more or less 
e etiologic theories, very general treatment procedures were suggested. 
Ok example, the author may say that to develop proper defenses a strengthened 
ego is necessary. 
es hypothesized basis for the formation of infantile autistic “Fama is 
oes on developmental needs have not been met, and the result is an a er- 
7 lefense system. Weiland and Rudnik (1961) define autistic behavior as 
‘Symptoms that develop primarily as a defense against essentially traumatic 
and Overwhelming experiences with primary objects at a crucual stage in 
fowth.” The autistic child is helped to overcome this trauma and develop ade- 
quate defenses by forming the traditional “object cathexis” by introducing a 
Of intense helpless dependence, similar to that of “normal” infants at the 
€ of very early infant life. Returning the child to the age at which the crisis 
Occurred and letting him relive this period of his life without trauma will, ac- 
cording to Weiland and Rudnik, enable the autistic child to develop normal 
Cfenses, After the initial period during which the child learns that gratification 
can Come from the therapist, treatment can gradually be transferred to the 
Primary object, often the parent. i 
š extension of the theory that infantile autism is due to inadequate defense 
Ystems is proposed by Garcia and Sarvis (1964). These authors claim that in- 
fantile autism is a reaction to an “overwhelming assault at a vulnerable develop- 
ra Stage.” They hypothesize that the infant tends to construe any catas- 
"Ophic stress as if it were the mother who were persecuting him and reacts with 
election of the mother. The autistic child thus develops “the basic paranoid 
attitude” which Garcia and Sarvis feel is at the core of the autistic reaction. 
In treatment, these authors (Garcia and Sarvis, 1964) found four factors which 
determined the direction in infantile autism between recovery and chronic 
&terioration: timing, severity, and duration of the assaults; counter-rejection or 
Ounter-withdrawal on the part of the mother and family; antiautistic factors 
™ the child and his family; and benign or malevolent circumstances. This con- 
Cept of infantile autism assumes that the syndrome represents not a unitary 
Cause but a reaction to multiple agents. Thus, an important aspect of treatment 


j ii ildren 
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is that each child must be assessed in terms of these four factors and an evalua- 
tion derived from a thorough analysis of the individual. 

According to Garcia and Sarvis, it is disastrous to propose treatment plans on 
preconceived assumptions about point of access into a group of children. ord 
fying and prescribing treatment that happened to apply in one case does n 
necessarily imply that all children with similar disturbances will respond. A 
contrast to Weiland and Rudnik (1961), Garcia and Sarvis feel that the — 
should not always guide or urge regression. For some children, work shou 
begin to repair unmet developmental needs without return to the original arenas 
of conflict. The emphasis should be on promoting the child’s progressive e 
velopment by educational as well as interpretative maneuvers. For the most patt» 
these authors state that the therapist should remain the representative of reality. 
The therapist should also avoid premature achievement of mere social confor 
mity as a treatment goal. One of the most important points to consider m pi 
proaching the autistic child and his family, according to Garcia and Sanh 
the avoidance of reinforcement of the child’s basic paranoid attitude. Garcia an 


Sarvis stress that treatment procedures based on concrete and individual consid- 
erations are the only solution when o 


tive and quantitative difference: 
family psychopathology, 


in the treatment process, and the need to respect practical situations and timing 


proposed a highly stimulating, ch 
cedures. This seeming contradictio. 


YPoactive autistic child to whom Des 

Lauriers and others seem to be referring, 
Shaw (1966) goes on to say that the thera 
patient, warm, supportive, and sensitive to ¢ 
therapy is labelled noninterpretative. It con, 


Pist must at all times try to be 
he child’s feelings. This type of 
Sists mainly of reeducating an 
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ee the child about his identity and relationships with the environment. 
these a function is to work with specific uncertainties or conflicts which 
body ima ren have, such as feelings of dissolution, concern about identity, and 
about Sik a This often requires that they be told or reassured many times 
and what i et things as their own names, who they are, where they are, 
child to he down the hall. Shaw states that the gradual process of teaching the 
a teal pers © in the outside world is “not unlike teaching a mechanical boy to be 
Anothe On, or rather how to pretend to be a real person.” 
autism is ct a standard approach in psychodynamic treatment of infantile 
unctions we by many authorities that the child develop normal ego 
decades D ia idea is elaborated upon by numerous authors throughout these 
turbed ¢ esLauriers (1962) was one of the first to apply the concept of dis- 
eory nai functions to autistic children. This author based his treatment on the 
ent mi conflict of the ego results in disturbances in relation to the environ- 
tion oo Instead of proposing the previously accepted theories of satia- 
and ahb or instinctual needs, DesLauriers stated that repression, controls, 
and effe bition are essential parts of ego development. More normal, adequate, 
ing aig ee reconstructive channels which serve to render reality less frighten- 
ee Orming a more healthy ego in autistic children. a 
ic dex to DesLauriers, the greatest source of fear and anxiety in the autis- 
ships he is directly related to the loss of reality experiences and relation- 
On reali € therapist must help the child regain or gain for the first time a grasp 
the are through showing disapproval of symptomatic behaviors and helping 
is o a control motility. The child also must realize the separateness between 
ships a identity and that of others, develop a clear awareness of spatial relation- 
on Tealize Continuity in time, and form conceptual levels of thinking. All of 
expe Were thought to be accomplished through giving the child direct reality 
iff “ences and interpreting these to him while simultaneously helping him 
sre interest in the environment. ee f Pae 
er author upported the idea that disturbances in ego functions 
ieee Core in Papin i of autism is Goldfarb oe He dichotomized 
Ic children into the “organic” and “inorganic groups. ihe organic children 
Were described as most aberrant and tended to belong to the most adequate 
én The inorganic were thought to be least ir oe aa to 
Shee disturbed families. Though both groups rep i nces in ego 
“ons, in the organic group these disturbances were cre ited to inadequate 
P Ysiological bases for receiving, evaluating, o E impressions 
term, appropriate action. In the cn a an Deis a pi ea es 
ex E SE tha family’s D Ra d improve adaptiv fici geen 
la ences, give meaning to them, and imp! Ptive proficiency, was postu- 
ed to cause the autistic state. Physiological or drug treatment was suggested 
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in treating the organic children. Family psychotherapy in addition to regular 
individual therapy was proposed in order to treat the inorganic children most 
effectively. 

There is evidence that two different types of children are being diagnosed by 
Goldfarb. The organic children are the ones Kanner and Rimland would term 
infantile autistic, while the inorganic label would seem to apply to schizophrenic 
children. As would be expected, Goldfarb found that the least disturbed “‘in- 
organic” children responded most favorably to psychoanalytic therapy. This was 
often accomplished by ordering and making the child’s experiences predictable 
so that he did not respond with terror (hypersensitivity). 

Rosenfeld and Sprince (1963) further investigated the hypothesis of unusual 
sensitivities, suggested by Goldfarb and others. Rosenfeld and Sprince concluded 
that autistic children were forced to precocious ego development in order tO 
compensate for their “thin protective barriers.” Because of the prematurity of 
the ego development, it would easily break down under stress. Normal, everyday 
occurrences could become stress situations for autistic children. 

These authors rejected the idea that organic causes were at work, with the 
statement that the weakened ego results in the child’s inability to select and 
inhibit stimuli, interferes with differentiation between self and object represen- 
tation, and interferes with the distinction of what is inside and outside the 
infant’s own body. Their treatment implied a limited amount of stimuli intro- 
duced gradually in a quiet, plain treatment setting. Routine and predictable 
events would be the backbone of the therapy sessions. Eventually, when the 
child developed a stronger ego, the stimuli would be increased to the complexity 
requiring normal reality testing. It appears that these authors were speaking O 


schizophrenic, hyperactive children who required a limited environment. How" 
ever, these authors did not impart any detail as to how the ego would be 
strengthened, 


Another author concerned with ego development is Wolman (1965), whos? 
treatment program for autistic children involved “ 


maturational and developmental ego functions.” 


treatment were “to establish greater body integrity and a sense of identity a” 
to develop object relationships.” In order to achieve these three goals the chil 
must go through the missed phases of development: the autistic, symbiotic, 2" 
separation-individuation phases. The therapist’s main function was to provide 


the children with a readily available substitute ego. The therapist may have 
served as a substitute stimulus 


i ` n- 
Š i barrier to protect the child from excessive & 
vironmental stimuli while mo i 


restoring missing Or aisr i 
Other sections of the to 


s i ue 
: pursuits. At times the therapist’s role was ed 
cational, He helped the child understand time realities body functions, on 
social relations. i 


Like Garcia and Sarvis (1964), Wolman disagreed with the trend of induci”? 
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regression in treating infantile autism. He stated that an important function of 
the therapist was to prevent regression by setting firm limits on destructive and 
self-destructive behaviors. Limits and boundaries were necessary in both the play 
situation and in interpersonal relationships. Wolman proposed that the therapist 
must not only be able to understand and respond with empathy to the primary- 
process thinking and behavior of autistic children but also needed to reassure 
them verbally about their basic worth as persons. 

. Similar to the treatment suggested by Garcia and Sarvis (1964), Wolman used 
individual therapy. Since he viewed the autistic child as intolerant of direct 
human contact, many indirect methods are suggested to move him from with- 
drawal. These included music, dancing, and special twirling toys and materials of 
great mechanical appeal. Wolman asserted that through pleasurable stimulation 
the autistic child is led to test reality through higher sense organs rather than 
through licking, biting, or smelling objects and people. Wolman cautioned 
against haste in forcing radical changes upon the disturbed child. Body contact 
and social relations could only be administered in “small doses” over a long 
Period of time. 

Another author who viewed infantile autism in terms of aberrant ego develop- 
ment was Ekstein (1966). He defined “psychotic and borderline” children as 
a by ego disturbances which enabled them to mobilize only specific pim 
pa Solutions to their conflicts. The therapist must then, above all, be aware 0 
‘JG make use of the fact that psychotic children are still children and therefore 
a to marked and frequent fluctuations in ego states.” Each conflict man 
z be on a different level of consciousness and thus involve a different phase o 

80 development, 

Ekstein goes on to say that: 


One of the chief duties of the therapist is to relate the unconscious conflict 


to the conscious awareness of the child. The main technical difficulty, then, 1 
i to respond to the rapidly changing need systems and modes of expression 

ese children have in order to develop secondary process potentialiti : 
Primary process ones to their fullest capacity. The standard psychoanalytic 
®PProach assumes the ego is intact when it obviously is not in autistic children 
and thus original, fresh new ones must be developed and administrated. 


Many of his predecessors, Ekstei 
` ‘lowever, he cautioned against genera 
Were “for the most part, patient-specific an 


Ke ee " Py 
Efore being adopted as guides in the treatment of all autistic children.” 
O'Gorman, Ekstein suggests a highly 


istic and borderline children. 
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Physical, social, intellectual, and other evaluations needed to be completed 
before a diagnosis and individual treatment style is defined. 

In addition to the theories of inadequate ego formation, defense mechanisms, 
and individualized treatment, the psychoanalytic literature referable to infantile 
autism has many references to the lack of identity, object relationship, and 
transference ability of the autistic child. 

Alpert (1961) was among the first to treat autistic children in terms of object 
relationship theory. He maintained that some autistic children respond favorably 
to “corrective object relationship therapy.” This therapy involves a progression 
from the autistic, withdrawn state to a working object relationship with the ther- 
apist. Alpert states that the condition of infantile autism can be greatly over” 
come if the child can be led to develop more than a “pseudo” object relationship. 

Asomewhat different view on the same subject was posed by Jacobson (1967). 
She considered the tendency of autistic children to cling to the external world of 
objects and the problem of transference to constitute the two major problems 
in treating these children. The complex, erratic, vacillating, and often contradic- 
tory nature of the relationship of the autistic child to the therapist makes the 
diagnosis and interpretation difficult. The autistic child is seen by Jacobson a 
one who has “regressed to need satisfying levels of mental functioning” and is, 
therefore, incapable of transference. If the child can be brought beyond the 
lower levels of functioning, Jacobson asserts that “some change can be effecte 
in certain cases.” 

The identity crisis is another theory of causation, with treatment procedures 
reported throughout the early literature. Some have encouraged separation 1? 
order to help the autistic child achieve a sense of self separate from others- 
Personal identities as well as group identities were evaluated as very fragile i" 
autistic children. Therapy was directed toward establishing a constant identity 
immune to disintegration under ordinary stress circumstances. The suggestio” 
of how this goal was to be accomplished was by “providing the child with 4 
safe, secure environment,” 

_ Though many psychoanalytic investigators state that the child’s environment 
is not normal and the condition of autism is due in part to parent and home as 
adequacies, Bettelheim (1967) is one of the few authors to assert that the parent 
is totally responsible. He suggested that infantile autism developed as a reactio® 
to extreme negative feelings shown by the parent. These feelings were so marke 
that the child felt without hope, much in the same way as did many inmates o 
elie camps. The severity of the child’s response, claime 
‘ ue nia" rejection. This was especially during the first 6 months 
life; wann real object relationships begin, at 6 to 9 months, when language 3” 
locomotion are beginning, and at 18 to 24 months hen the child starts t° 
shape his relations with the environment. Consequently, the child lacks spee? 
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and e i N 
gir er because there is a lack of a receptive audience as per- 
are not affecte ie - Bettelheim goes on to say that the autistic child’s siblings 
sta “aa rt = autistic child experienced the rejection at the 
iia ake a process for the autistic child, according to Bettel- 
human and aie e e child an “ego or self” and a subsequent chance to be 
Though Aen eA X exercising some amount of real autonomy and freedom. 
fom bde Panter r i not specific, it is implied that the child should be removed 
A Tes rena er to allow him a “chance to determine his own destiny.” 
Speers and tame approach to treatment of autistic children is introduced by 
pose using peti (1965) and Coffey and Weiner (1967). These authors pro- 
the formation p t! terapy with autistic children. Speers and Lansing postulated 
egos. Since ego st a “group ego for autistic children who have weak or defective 
directed toward aimi and identity were judged to be very fragile, therapy was 
disintegration $ H ishing a constant identity and a strong enough ego to resist 
group rient i er ordia stress circumstances: The authors found their 
Coffey and W to be generally effective” with autistic children. 
the tse of fe einer, in their group therapy program for these children, initiated 
Participation . severely disturbed children as “catalysts” to encourage social 
mare effer of the autistic children. These authors maintain that this method is 
ctive than individual psychotherapy since the latter method is not as 


easil 
Y transposed to children from adults. 


Basi 
Basic to both group therapy approaches is t 


will 
pro a3 
Ateni de Pies healthier interpersonal relationships. Interaction with other chil- 
ensely promoted. In Coffey and Weiner’s approach, the less conflicted 
ters and aid in drawing them to 


me 

ie pte free the more troubled youngs' 

atid Lansin catalysts also serve as models for the autistic children. With Speers 

traditional fon the other hand, the treatment process 1s carried out in a more 
Sas way with a therapist leading the group- 

Posals to a atid Lansing are somewhat vague in their definition of and pro- 

Which their ae a “group ego,” Coffey and Weiner state five specific steps around 

feeding and sees program is centered. These include: nuturance (especially 

i andling), catharsis or discharge of psychic energy, reality testing, 


interpretati 
Pretation, and insight. By the end of treatment less dependent interactions 


With th ; 
e therapist and more interaction with the other children were observed in 
d in five out of six in the second. 


all t A 
bi ae children in the first program an out of si 
interaction P study of children back in the home setting indicated that these 
In light ieee but at a slower rate of improvement. f 
ten, it a the Kanner-Rimland definitions of autistic and schizophrenic chil- 
childhood ould seem that both group treatment programs were dealing with 
schizophrenics. Since most of the children in the institutions were 


Verbal 
zł 
had some attachments, though limited, to other persons, and experi- 


he premise that social interaction 


> ildren 
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enced improvement in a relatively short period of time, it would appear that 
schizophrenic children were the subjects in these books. ; PET. 
Another less traditional approach in treating autistic children is ns 
“free love,” in the broad sense of the word. Coleman hee “A 
concept and combined it with various standard psychoanalytic therapi odd 
feels that for children who have retreated into autistic withdrawal from a ne 
viewed as hostile and frustrating, love, or “unqualified affection and cain 
often a potent therapeutic weapon.” Not all autistic children need or can oe 
such unqualified acceptance, but the beneficial effect of love on some sen 
withdrawn patients is “often dramatic to observe.” Ab 
Another somewhat different approach to treating autism was Ro od 
Creak (1964). This author observed that without speech the autistic child he 
understanding of the world around him. She stresses the necessity of pons 
speech out of the child once the autistic barrier is penetrated, in order to “be 
his chances of improving intellectual integration.” . si 
Another psychoanalyst, Chess (1969), presents an interactional view of auti 7 
Her contention is that, regardless of a biological, maturational, or other Gaeo 
difference, treatment should be centered around teaching the child more oe 
more complex responses to gradually more demanding situations. This can be f 
be achieved by psychoanalytic “tutoring” in combination with which physio 
logical therapies need to be administered. NE 
Another attempt to define and treat autism from a physiological basis is P" i 
sented by DesLauriers and Carlson (1969). This author proposes the existence © 
two arousal systems within the brain which contribute to the autistic soma 
Physiologically there is an imbalance in the brain, and DesLauriers sees a 
imbalance of the “arousal level” as an inborn condition. He advises —— 
not to look primarily to the environment for explanation of the autistic st i 
in children. To overcome this “affective barrier” or imbalance, high aig 
affective stimulation of a Consistent, persistent, and well-structured nature Í 


" k . h ile, 
required. For the hyperactive child, choice types of stimulations, ie., tact al 
proprioceptive, and kinesthetic, need not, and indeed should not, exceed norm 
levels. The hypoactive, hyposens 


itive autistic child, however, not only must b° 
“bombarded with high affective stimulation but all other types of stimula 
as well, which serve as arousing by virtue of their initial strength or excessl¥ 
repetition.” 


t 
ps but based on a more modern approach 
tism. 


z ata OF 
DesLauriers goes on to say that while blaming parents for the condition 


the causes and cures of infantile au 
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the autistic child may be traditionally sound, this approach offers no solution. 
Involvement of the parents in therapy is a large part of treatment of the child, 
for eventually he is returned to the home and the parents take over treatment. 
Thus, the continued possibility of growth for these children rests on the degree 
to which the home and parents are capable of maintaining a climate of high 
affective arousal. The autistic child is viewed as quite capable of pursuing a 
normal rate of personality development if the human environment can offer 
novel, stimulating, and surprising events which accomplish an arousing impact 
in the child. In the case studies contained in DesLauriers’ book, success was 
measured in the 6- to 10-month I.Q. and Social Quotient deficits obtained in 2 
to 4 months of treatment. In this program, parents were considered the most 
appropriate therapists and were involved in great detail in the entire treatment 
Process, 

In the Haworth (1964) study two modes of psychotherapy for autistic chil- 
dren were compared. The expressive therapy of allowing verbal and physical 
acting out of feelings or encouraging regression was thought to “work through 
and really cure specific symptoms,” whereas the suppressive therapy which 
limits socially unacceptable behavior may bring about “temporary overall im- 
Provement, principally in the direction of increased self-control and conform- 
ity.” However, with both divergent therapies, the underlying psychotic process 
remains untouched, and Haworth states that the suppressive seemed the more 
favorable method for treating autistic children. Again, there is confusion in 
definition: two types of children, autistic and schizophrenic, would be expected 
© respond differently to expressive and suppressive therapies. , 

More recent he Segiirtie in this section of the chapter with the year 
1975, defines expanded views of treatment of the autistic child. The develop- 


went of the capacity for use of transitional objects was done using creation of a 


“tolerable world” emerging in tolerance of separation (Fischer, 1973): Theruse 


at fantasy enactment leading to the beginnings of individuation and ae 
Of the self with emergence of dependency feelings is described by Macdon 

and Allan (1975). Play therapy, continuing weekly for 24 years, was used ina 
i who showed a lack of fundamental interpersonal relationships a a 
ctual ability. Focus was on developing positive rapport in eit paaa 
erapy, with subsequent adequate school adjustment (Tamai and Endo, A 


The u i ith autistic children and their 
Se of i i ol setting with auti hei 
foti healthy children in a scho wed that mothers of autistic 


thers į i ults sho 
child is reported by Shimeda (1975). Resu! after being in contact with the 


Ten gradually decreased their own anxieties th th 
wealthy Chiliinens. “he aes GE an ethological approach to treatment, with its 
Ject the Progressive expansion of the relatio 


by z i 
apella (1975), She states that the therapis 
Create stimulating situations in fantasy is fundamental in the mode of treatment. 


Sychoanalytic play therapy considering difficulties in the development of 


intelle 


i i ildren 
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object constancy and establishment of the self, aims at a primary ee 
of restoring autonomy and self control (Ekstein and Caruth, 1 = end 
(1976) notes that play therapy, in fostering a mutual exchange i Sa, 
and therapist, is germane to the treatment of the autistic child. case mal 
peutic interventions directed toward stimulation of ego boundaries an = Gor 
self representations in outpatient settings are described by Lopez es of 
(1976). Individual treatment aimed at development of the ego, satis a aio 
external needs, and expression defines success in the assessment of lea 
sus treatment. 

o notes that no matter what theoretical system one subscribes to, the gu 
goals for all children are emotional growth and maturity. He proceeds to Ee 
these from a psychoanalytic point of view. He defines maturity as the ROI 
sive moving of the libido through the oral, anal, and phallic areas with een ss 
achievement of genital sexuality. A child might become fixated at one of th 


P ër 
stages. The goal of psychotherapy in this case would be to help the child ov 
come the fixation so that he can continue developing. 


Maturity is also defined in terms 
over the pleasure principle. If the ch 
area, psychotherapeutic efforts woul 
to the reality principle stage. Two o 
(1967): “maturity of object choices 
autonomy from parents” 


of the reality principle gaining sonani 
ild’s difficulty was perceived as one in sie 
d be directed at helping the child mo 
ther types of maturity are noted by Kapla ; 
” (p. 7) and “maturity defined by a a 
(p. 7). These two kinds of maturity have the mo t 
significance in a Psychoanalytic approach to infantile autism. The treaimat 
procedures are based on the specific hypotheses concerning the development a 
autism that generally stem from these two areas. Many psychoanalysts er 
1949; Mahler, 1952; Alpert, 1964; Tustin, 1966) consider the mother-chi : 
relationship to be of prime importance, and this constitutes their rationale © 
treatments. 

With autistic children the emphasis is on e 
lationship between the therapist and child 
the child can Progress to la 
strate some independence. 
autistic children to this 


stablishing a basic dependency p 
- It is felt that this is necessary pgto? 
ter stages where he would be expected to demon 
Followers of Mahler attempt to induce regression } 
“symbiotic” leve] and then proceed to take ae 
clopment. Mahler (1961) has suggest 
that “a depression” occurs, arising from the realization of the self as bein’ 
separate from the love object. “When in the course of maturational growth, the 


ego is confronted with the incontrovertible fact of separateness, the fused sy 
biotic representations of self an 


d object do not allow for progress towards ind 
vidualization” (p. 341). 
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gratifying object” (p. 614). The treatment method hopes to induce a regressive 
movement on the part of the child, with increased dependency on an oral incor- 
Porative level. Weiland (1964) points out that the sequence of events involved in 
the development of “object relatedness consists of three overlapping periods: 
autism, symbiosis and separation individuation” (p. 317). The goal of most 
Psychoanalytic treatment of autism is the initial establishment of a symbiotic 
relationship between therapist and child (one level above the autistic stage) with 
further development progressing from there. 

In summary, psychoanalytic therapy with autistic children is “based on the 
assumption that emotional development and learning depend primarily on the 
establishment of a relationship with a mothering source that is consistently 
ratifying.” Through the mother, the child develops a trusting, loving relation- 
ship and object constancy. It is hypothesized that after this he can then control 

is impulses and form a self image. 


Somatic Therapies 


As with other treatment methods discussed in this chapter, there is no evidence 
to support the contention that drug treatment is more effective than any other 
Mode öf therapy, either alone or in concert with other therapies. The choice of 
drug treatment will depend on the individual child and other contributing fac- 
tors. As with behavior modification, appropriate medication may eliminate 
maladaptive behaviors such as agitation or short attention span and permit 
Ocusing on tasks of learning. Problems in the evaluation of the effectiveness of 
medications in this syndrome are numerous. Similarity in symptomatology does 
not imply similarity in etiology (Campbell, 1973). We are not able to sir 
Specific disease; rather we treat “target” symptoms. Bender (1947) gives the 
Pinion that drugs can assist in maturational change. The effects of drugs on cog- 
Nition, especially in a population which needs to have learning enhanced, are 
conflicting (Eisenberg and Conners, 1971; Campbell, 1975). However, yeep 
Place for a potent, therapeutically effective drug which assists the child in 
Te 
ton Classificati with thi 
a tory a Dees those of methylphenidate and the ampheta- 
mines, Bradley, the originator of stimulant therapy, reported that shy, withdrawn 
Children benefited from the use of stimulants. The use of stimulants in the autis- 
hild is Teported to exaggerate the psychosis (Fish, 1971). a 
be less disorganizing than d-amphetamine (Campbell, 1973). a g 
> have been tested in autistic children (Campbell et ae sii 
aS noted to be a poor drug in spite of its having some sedative and stimula ui 
tao Perties in these children, but effects of increased alertness, eye eg E 
Ponsivity lasted only briefly (Bender and Faretra, 1963; Fish et al., i 


s population can have sedative or ex- 


May 
sants 
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Hallucinogens, specifically d-lysergic acid diethylamide oe pede 
used to promote stimulation (Simmons et al., 1966; Freedman etal., a eta 
results showed a variable course in response to T R with increas 

ion in some cases and decreased stimulation in others. 

j ea and neuroleptics, sedative effects predominating, haye ee 
extensively. Hypnotics and anticonvulsants may increase aa ee 
1975) and have serious effects on mental development in infancy ( Pte 
1973). Diphenhydramine has been reported to be the most efficacious 0 
mild sedatives (Fish, 1960), but is reported to be less effective than chlorpro 

zine (Fish and Shapiro, 1965). 

“ee authors agree that the major tranquilizers are the most effective drugs P 
these children. The phenothiazines, thioxanthenes, and butyrophenones pind 
three structural classes. Each have a useful, but limited, role in treatment. Ch Jal 
promazine, a sedative type, is often used in children with acute psychosis, on 
tion, and assaultiveness. The young child who is more advanced in speech a : 
other developmental areas seems to be less sensitive to the sedative effect of val 
drug. Children who are severely autistic, over 6 years of age, and with ver A 
1Q’s below 70 respond better to trifluperazine. This drug is less sedating re 
more potent in this population. Another drug with stimulating properties an z 
large therapeutic margin is thiothixene. It is considered superior to the phen i 
thiazines (Simeon et al., 1973; Campbell et al., 1970). In the class of a a 
phenones, haloperidol is most frequently used. This drug has been repai, i 
decrease agitation without sedation but has a high incidence of Sanam’ 
side effects. Early literature reports fewer extrapyramidal side effects than Wi > 
phenothiazines (Engelhardt et al., 1973), although those current reports aA 
contradictory. Haloperidol is also found effective in withdrawn, assaultive, ° 
self-mutilating patients (Faretra et al., 1970). 

Side effects of these drugs especiall 
common in children. A rebound ext 
following withdrawal of the antipsyc! 
few extensive studies reported on the 


y the dystonic effects, are said to be more 
Tapyramidal syndrome has been reper 
hotic drugs (Polizos et al., 1973). There “sn 
effects of long-term usage of these drugs a 
children, especially in relationship to an untreatable syndrome, tardive dyskin 
sia (Ebert et al., personal communication, 1977), 

The use of anxiolytics, such as chlo 
also precipitate an acute 
features (Stores, 1975), 


The administration of lithium 


f 7 à can 
rodiazepoxide, can worsen psychosis. ae 
Psychosis in a patient who has borderline schizopht 


(Campbell et al., 1972). A 
ness, and stereotypy has bee 
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L-dopa has been used for 6 months in a population of four autistic children 
Without positive behavioral change (Ritvo et al., 1971). Tri-iodothyronine (T3) 
was used by Sherwin et al. (1958) on two autistic boys. They noted increased 
alertness and social contact, decreased stereotypy, and stimulation of speech. 
Campbell and Fish (1974) state that this drug is one of the most effective agents 
used by their group, especially with respect to speech, attention span, and com- 
Munication measures. Variable biochemical responses included increased TSH 
response and delayed T3 response. 

Megavitamins have been used since the reports by Hoffer (1970) that ascorbic 
acid and niacinamide seemed superior to placebo. These findings were not con- 
firmed by Greenbaum (1970) or Roukema and Emery (1970). A report on 190 
autistic outpatients showed that 37 children with “classical infantile autism” 
ae the greatest response. The conclusion by the American Psychiatric Asso- 

lon task force was that megavitamin therapy was of no value. 

As with the other forms of therapy noted in this chapter, we must ask about 
effectiveness. That question cannot be answered at this point. More well-designed 
and controlled studies must be done before the effectiveness of drug treatment 


in thi ae 
this population is clearly answered. 


Alternative Therapeutic Approaches 


eee therapeutic approach can be classified under body manipulation sr 
Ruttenberg, 1967). These authors discuss the therapy of inducing infantile 
age. Zaslow felt that autism was due to a maternal mishandling of infantile 
— The therapeutic technique was to induce rage by restraining the child and 

en being firm and soothing to facilitate rage reduction and quiescence. Rutten- 
“Tg reports that other theories stress that the autistic child has failed to develop 
? basic body image, that is, differentiate between himself and the external world. 


— emphasis is on the use of pleasurable stimulation to develop the realiza- 
On in the child that certain sensations are uniquely his and to make him aware 
Of the ing. Schopler (1962) believes 


autism 


™ is a result of sensory deprivation and can 
Uction 


m of much stimulation. In contrast to this is a reportedly successful treat- 
ent known as sensory isolation therapy (Schechter et al., 1969). This form of 
he ay is based on a theory regarding autistic defenses. It was postulated that 

autistic defense is directed at overwhelming outer and inner stimuli. “The 


Sfense wi ith these stimuli and even- 
thdrawal is utili atedly to cope with the 
L a tae repa 3 ` (Schechter et al., 1969). 


tug w 
Wit ly becomes generalized to any and all stimuli iter et 

ith this method the child was placed in a barren, small, dimly-lighted room 
i i d for defenses would decrease in 


this : Masking noise. It was hoped that the nee 
q ronment and that a desire for more S$ 
15 minutes a day, twice a day, for 3 mont 


timuli might occur. Therapists 


visi 
ii hs. The children were reported 
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to be very contented, and they dropped many of their autistic Speman 
more eye contact was noticed, and they responded in a loving way sated 
parents. After the treatment they made significant progress towards T 
more satisfactory relationships. They also increased social and intellectua ar 
Apparently a desire for human contact was not only developed but pe ne 
Maier (1970) did a very similar study on what he termed sensory ig we 
therapy. Some significant trends and changes in behavior were noted. = as 
stance, the child accepted comfort more readily and appeared less afraid o 
surroundings. 

The om therapies are one aspect of the treatment approach. As yet, they 


sae ity re- 
have not demonstrated a Superiority above any other treatment modality 
ported in this chapter. 


SUMMARY 


It appears that the results of treatment approaches of different theoretical orien- 
tation are not directly comparable. It is difficult to evaluate results when one s 
dealing with an objective measurable change in behavior or a subjective non 
quantifiable feeling about possible changes in behavior. d 

Lovaas (1968), in comparing the differences between behavior theory B 
psychoanalytically oriented formulations, states that “when considering the di f 
ferences between the two formulations on a conceptual level, a most importan 
one lies in the fact that our data cannot be derived from psychodynamic formu 
lations. The translation of Psychodynamic theories to empirical operations 1$ 


difficult. The most important differences by far, lie in certain methodologic 
considerations and research strategies.” 


He goes on to draw a dis 
“We place immediate dem, 
reality at the level at whic 


tinction between the levels of empirical fewer, 
ands on the child and he has to learn to cope with 
h we present it to him. Relationship variables are ce" 
are in psychodynamic treatments. However, We il 
Ontingent form. There will be no growth withou 


se r t 
responsibility. We do not allow for expression of pathological behaviors bu 
actively suppress these expressions,” 


In all the treatment modalities note 
sion is that each child is individual in 


, more effective methods ° 
avior modification. What “works m 
global treatment methods is what should be further 1° 
t is encouraging that the current trends in treatment fo! 
© Suggest a merging of the three outstanding modes. 


searched and applied. I 
autistic children seem t 


3 
Method of Evaluation and 


Implementation 


INTROD 
UCTION 
ment of severely 


disturb; 
ed chi : i Hati : 
children and, in particular, autistic children have begun to be modified 


toward 

s i : 

expand Fn par ae pe of multicausal, reciproca 
» the rate of change in complexity of approac 


ment is e 
x i s : s F à 
ponential. The basic problems of attending to this complexity require 


Understandi 
nding the relationships of individual elements of various approaches, 
problems, and adapting these 


develon; 
fie ae shared yet broader perspective on the 
bviously pi to ANS effective methods or agencies of change and treatment. 
» continuing substantive research to multifactoral causation will in- 
(Renwick, 1973). Perhaps 


uence 
More oo theory and models of treatment 
ise attention to individual components of the system will be followed 


y h 
Calton oe integration into a structured whole. This chapter will focus on the 
of these ae as they relate to approaches to the evaluation and treatment 
ory manne ren. It will not discuss the role of models in a more than perfunc- 
dill, 1979. d and the reader is referred to other sources for greater detail (Stog- 
orrison 4 a and Goldberg, 1973; Havens, 1973; Mihram and Mihram, 1974; 

oth nd McKinney, 1977). 

e a of life cannot be resolved into elementary units. It depends on 
ions among components. The origin of a general systems theory was 


Y Vo 
pinete a enfi who stated that the theory was to formulate and derive 
S of systems based on a formal logical mathematic field. In his book, 


65 
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Problems of Life, he states (Von Bertalanffy, 1949, p. 20): 


It is not only necessary to carry out analysis in order to know as much as pos- 
sible about the individual components, but it is equally necessary to know the 
laws of organization that unite these parts and partial processes and are just 
the characteristic of vital phenomena. Herein lies the essential and original ob- 
ject of biology. This biological order is specific and surpasses the laws applying 
in the inanimate world, but we can progressively approach it with continued 
research. It calls for investigation at all levels: at the level of physicochemical 
units, processes, and systems; at the biological level of the cell and multicellu- 
lar organism; at the level of supra-individual units of life. At each of these 


levels we see new properties and new laws. Biological order is, in wide measure, 
of a dynamic nature .. . 


DEVELOPMENT OF SYSTEMS 


As with any field in its early development, logic rather than value terms was pet 
ceived as clarifying theory. Currently, the context of human social systems i5 
necessitating a complementarity between the roles of logic and values. Isolation 
of the social and cultural contexts from the biologic or psychodynamic theories 
of the development or expression of autism may make these theories more pe 
less acceptable to component subgroups. Dogmatic defense of these theories 
based on preconceived notions of values and priorities may be “logical” or Ka 
tional.” However, it belies the scientific method of investigation and prohibits 
a coherent analysis of these theoretical divisions. A 
Katsenelinboigen (1974) speaks to the issues of the formation of systems with 
uncertain purposes other than to function efficiently. He states “potential We 
define as a set of parameters which characterize possibilities for the motion °° 
the system when it is impossible to know the concrete moves of the system 
(Katsenelinboigen, 1975, p, 50). The appeal of systems theory approaches t° 
multiple problems is not only in its ordering but in the isomorphic applicability 
of the formal models. Characteristics of a system are not dependent upon the 
meaning of component variables and parameters. There are various concept? 
systems in general systems theory and, as with theorists in the study of autism 
these conceptual systems differ in multiple aspects (Lazlo, 1972; Sutherland, 
1973; Von Bertalanffy, 1968; Forrester, 1968). Plaguing both fields is the n€° 
for some consensus to be reached on fundamental issues. d 
Essentially, in viewing the study of autistic children, historical validity 3” 
contemporary relevance should guide our conceptions of systems theory and Í 
applications. Systems theory applied to this area should bridge philosophic? 
experience and scientific analysis as well as the subsequent process of change 
Future directions of change in the system cannot, however, depend on 4 sad 
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ae z systems theory. Response or lack of response does not insure 
rower ae ure. More logical methods of change require development. Evalua- 
cae asures and reassessment of the reliability and validity of parts of the 
i oie system is an evolutionary process. It is dependent on the holistic 
ene anion of the moves or objectives utilizes pament and future re- 
aa io T with the definition of resource capability and demands re- 
atlais ach the objectives. Changing a system requires an understanding of 
ystem (Miller, 1965). 

Fa systems approach (Points, 1971a, 

emographic, epidemiologic, computer, or cost 
= or managerial. Quality therapeutic rel 
R a reale assessment of needs as well as indepe 
(1969) Fa ap a group organization that can maximize S 
th her clarifies the use and potential of systems. In his 

approach” he states: 


1971b; Grinker, 1975) is not only a 
-benefit analysis. It is not only 
habilitation and quality mainte- 
ndent capability of func- 
both situations. Quade 
discussion of a 


method or a technique; nor 
pt, or a way of looking at 
ng out decision-oriented 
ecision-maker faced with 


er do I mean by a systems approach? It is not a 
s it a fixed set of techniques; but rather it is a conce 
a problem . . . it is a practical philosophy for carryi 
aberetselohiney research, a perspective . .. to aid a d 
omplex problems of choice under uncertainty. 


bene fannie of a system aids in reduction of the complexity of the prob- 
evolvi Pes an understanding of components that can be altered or that are 
‘sete in a system. Always, in working with systems as they apply eo 
need S the relationships that characterize interactions between aa 
te. © be identified. Hall (1969) further defines inherent phases in the eve or 
the sen or engineering, of a system. The inclusion of knowledge oatmeal 
dba ware contributions of workers in the field is the dimension of knowl- 
ideas he conceptualization of the process of systems development -n 
of through final completion is the dimension of time. Categories of definition 
ie synthesis and analysis of the system, decision making, and imple- 

The es of action are included in the dimension of logic. satis 
dua eg of dimension of logic (Kuhn, 1974) seems to be most applicable for 
h sion in this chapter. In this subphase, all steps interact on a mutual basis. 
€ phase of program planning initially considers definition of the problem by 


i group of people affected by the problem under consideration. There is a 
a tence of an “organization” which uti- 


f children who have not responded 
hat of the avail- 


ng an 
tioning will result from decisions 
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made at each step in treatment. In terms of structure of a program and the per- 
formance over time, multiple objectives must be defined. Each problem must 
have an objective to be changed. Criteria of success or failure must be developed. 
A knowledge of the interrelationships of these objectives and the utilization of 
results includes consideration of the constraints in the system. 

The synthesis of the system delineates descriptive approaches for the attain- 
ment of the specific objective, while systems analysis defines the information 
obtained from synthesis. The consequences of alternative planning in analysis of 
the system demand a statement of the optimal alternative available to the team. 
The allocation of resources and programs for further planning heralds the imple- 
mentation of the action aspect of system approaches. 


DEVELOPMENT OF STRUCTURE 


There is no single objective in the task of working with the severely disturbed 
child. The complexity of multiple objectives requires the use of structuring- 
Units of organization must be conceptualized for individual goals as well as the 
final goal. Concepts of a singular objective and a corresponding time scale often 


cannot be realistically followed. Multiple interdependent objectives lead to con- 


sideration of progress in each objective. This progress is considered as a success 
criteria rather than success criter 


ia dependent only on reaching the ultimate goal. 
Asking questions of procedure or reason clarifies alternatives for a specific pro- 
gram. Pursuit of one objective does not imply that others cannot be initiated, 
modified, or terminated simultaneously. This flexibility is especially beneficial 


in the discovery of interrelationships not available in a one problem-one objec- 
tive approach. 


As will be noted in Cha 
chotic and Neurologically 
mandated objectives of an 
legislation we 


systems, including coalitions. Game theory (VO? 
1953) consists of several theoretical approaches: 
extensive form are comprised of the rules of the 


Neumann and Morgenstern, 
Strategy games or games in 


Baa A o 
communication and cooperation m 
Within the total system. The relevan® 
apter is to assist in uncovering the assumptions we ho 


reach the most acceptable level of change 
of game theory to this ch 
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when we conceptualize acceptable evaluation and treatment. The ethical ques- 
tions posed by definition of treatment programs can be explored by the use of 
game theory. These game theories offer solutions for problems by clearly de- 
fining assumptions of treatment models and pointing out problems of reaching 
acceptable goals. 

The further development of theory in the formation of coalitions was de- 
scribed by Gamson (1961). The refinement of the definitions of coalitions 
included the consideration of alliances which were task oriented and temporary 
as well as the grouping and joint use of resources. A “complete” coalition in his 
view required the presence of more than two social units, the absence of suffi- 
Cient resources by an individual having total control over decisions, the need for 
multiple alternatives to maximize outcome, and the lack of the power of veto by 
an individual. 

These conditions were further refined by Warfield (1976). His concerns were 
that before a decision could be made to form a coalition, multiple decisions are 
required on the part of each social unit and subsequent conditions for the forma- 
tion of the coalition need to be adapted to this concern. He felt that mutual 
agreement was needed and this decision to coalesce would begin with negotia- 
tions based on whether positive outcome was attainable. An explicit structure 
Would accurately reflect the social unit objectives and the supportive were 
Ships among the objectives. Finally, conversion of the individual social units 
Would also be based on consideration of a joint structure of intent as well as a 
Joint structure o ict. ; 

Progress of 5 oe can be viewed in the light of analysis of the pion 
Within those structures. If one social unit of the coalition can support ac wre 
Ment in other parts of the social unit through achieving an Tee ve a 
Support relationship exists. If a value decision is made to een ne i 
treatment resources, thus moving into making attainment of pine rah 
Jective more difficult, these cycles can either inhibit progress or : meyer 
enable the completion of a subobjective more realistic. Another tbe Ha 
assists in regulating the frustration inherent in the coalition. Thus, co; ie ea 
Utilize the intensity of the support system to outweigh the intensity he ae 
of frustration, Continued friction, if not recognized by the fall Sa the 
threaten the underlying structure and increase the chance for failure o 
System. 


ADAPTATION OF THE SYSTEMS VIEWPOINT 


i ironments 
The subsystems characteristic of most evaluation and treatment environ 


follow those of Allport (1960). The “closed” system is a self-contained system. 


he severely disturbed child and family, pretreatment, have little he a 
With the environment, and there is little possibility of restorative change 


external forces. The goals of treatment systems can be categorized. Initially the 


> : jldren 
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: : nal 
system is geared toward permitting exchange between the —— oe 
states by active processes. Development and subsequent ce nanaii 
relationships then enables less disintegration of the internal unc i ae E 
intrusion of the external states. As effective treatment COTTUS, arte 
complexity and differentiation leads to increasing order in janes nee 
What appears to begin as entering stimulus and subsequent respor n 
more continuous exchange with the environment, a greater degree 0 

d perhaps even motivation. Ei 
nthe ira sillon from the first to the fourth goals can be seen as a m 
from passive (idea) to active (plan) and objective (change). The SUOT Te 
the goal requires definition of the goal in relationship to the social einen of 
affected group—child, family, community, and agents of change. ee of 
a plan is final only in the initial step in the change procedure. The ol. of 
the adequately functioning system comes from investigation of the e cst 
subsequent actions, whether alteration is necessary, and formulation ar of 
wise procedures based on prior results. Discrepancies between the direct! ‘ole 
each step and stated goals should provide the impetus for modification of p an 
Realistic determination of the roles of interdependent members in the a ne 
permits the consideration of the effectiveness of the process both on va “i 
ternal and internal (agents of change) environments. The linkage between es 
environments is the feedback system which evaluates the discrepancies and á ie 
to change in action and planning. Feedback, in order to be effective, mus of 
frequent, must be composed of essential facts, and must lead to furthering 
system goals. 

The development of a Ss 
treatment modalities and 
and rural, needs to follow 


ystem whose purpose is the exploration of eo 
environments, both inpatient and outpatient, UF or 
several basic principles. First, the treatment team, a 
ire for some event or state of functioning in terms C- 
finition of the current pattern of Se 

community as a baseline for gamre at 
of the first task. The last point is the explicit or tacit understanding (belief) tes 
as a means of realization of future sta 


> f 
AP : : es fo 
» educators, and communities, lacking in alternativ 


as «al nses 
definition, management, and goals, exhibit “irrational” and “illogical Se o 
to the reality of the confusion characteristic of dealing with the situation 
severely disturbed children. 


IMPLEMENTATION 


j ye 
If the dynamics of the system and its subsequent development are based ots 
chologic need, the definition, implementation, evaluation, and control © are 
system are based on scientific need (Ackoff, 1972). The most elegant plans 
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meaningless without implementation. Implementation is never done without dis- 
turbing the homeostasis of the index system. Transition is a key word that, 
without support, can disrupt the most enthusiastic programming. It is also a key 
word in the task of evaluation and the mechanisms developed for the continuous 
Process of system change. Definition, or description, of the ideal existence is 
thinking in depth about the future attainment of the group and the affected 
child. Achievement of the ideal, predicated on the belief that active intervention 
can improve the situation, requires a determination of the level of intervention 
needed. Disillusionment frequently occurs as all persons perceive a gap between 
performance and the ideal. Turmoil can easily result unless the system is capable 
of solving this crisis prior to continuing the programs. 

Often overwhelming to mental health workers is the translation of identified 
goals and objectives into action (Parsons and Shils, 1951; Kast and Rosenzweig, 
1972; Rosen, 1974). A systems approach would require the correlation of seem- 
ingly overwhelming aspects of the problem into a defineable whole. Often best 
illustrated by the game of chess, where a spectrum of moves is synthesized from 
4 knowledge of the future impact of a move, the planning and implementation 
Of goals requires a knowledge of alternative moves and sets of possible moves. 
Evaluation of the current state, or baseline, describes a pregoal determination. It 
'S also a reflection of the state of nonaction, or what will continue to happen 
Without intervention. Identification of what exists and what is hoped to exist 
Sets the stage for the setting of goals and objectives (whether the ideal state or a 
Close realization). If the goal is to increase eye contact, for example, on the way 
to the objective of increased attention to learning tasks, a program for eye con- 
tact is the translation of the goal into a measure that can monitor progress and 
Indicate change. Abandoning the programs may be necessary but must be done 


with minimal disruption. 


REGULATION 
The central t ics is the analysis of regulation, control, or direc- 
tal hee of ate S 1974). The relationships be- 


tion in compl 1956; Hough, ips. oe 
tween the De eye are the main goal of a behavioristic 
approach. This is in contrast to a functional approach where the primary goal is 
the Study of the “intrinsic organization of the entity studied. Underlying the 
Process of change, and its greatest tool, is coordination and communication 
(Scheflen, 1969). Stein (1973) states that if general systems theory Is the science 
of the dynamics and development of systems, cybernetics is characterized by the 


definiti 

on and control of the system. ; = 
Leadership, the total pattern of management, changes daily. The frictions 
etween subgroups of individuals, crises, and the outcome of these crises fre- 
(ently determine the program accomplishment. Understanding values and 
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scientific aspects of a problem can be approached in concert with an objective 
analysis of the system (Lewin, 1947). Harmony implies a relatively stable system 
and is exhibited by a consensus of goals. Reduction of conflict, endemic to 
human systems, requires energy which is directed away from the subsequent goal 
and narrows the possibility for achievement of appropriate planning. Although 
we talk of ideal goals, recognition of acceptable levels of change will facilitate 
goal achievement, as will be seen in Chapter 9, adjusting or decentralizing the 
participation of one resource for specific subgoals. A systems approach may also 
permit the emergence of nonconflicting, more operative, and independently 
controlled plans. The consultant provides alternatives. Objectivity is the most 
important requirement in order to maintain the focus on actualization and self 
responsibility that is the key to planning and delivery. One must ascertain the 


ongoing processes to define the most relevant aspects of care and selection of 
methods and interventions. 


SUMMARY 


Rehumanization of any health care system is best illustrated by the use of a 
decentralized, team concept approach. Multifactoral processes of stress result in 
illness; a multifactoral approach to care and treatment can promote social, 
psychologic, and physiologic health, Accessible, anticipatory, and appropriate 
services would include establishing objectives and implement 
provide for the advancement of human potential. 

This chapter has focussed on the theoretical aspects of the rise of systems 
approach. It serves as an introduction to the remainder of this volume where the 
process of the system is clearly defined and illu 
system methods underlies the develo 
of the primary system, The Project 
Children. The subsystems of family, 
presented separately but are viewed i 


ing programs to 


strated. A knowledge of various 
pment and presentation of subcomponents 
for Psychotic and Neurologically Impaired 
school, and community interventions are 
n their interrelationships to each other and 
gration of this complex system is further 
the case of a child referred for evaluation 
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sions in another part of the world. It may also convey the idea that the world 
is a closed system in which ideas of confinement, limits, and danger may ac- 
company the use of the model . . . The idea of a closed system, even if there is 
stress on a dynamic equilibrium within it, may convey a sense of limits which 
are imposed, or will or should be imposed, not by the condition of the planet 
itself, but by men upon other men. Thus the use of the term “dynamic equilib- 
rium,” which today we hear frequently associated with the term “steady 
state” (where “dynamic” is used to counteract the unwelcome connotations 
of the word “‘steady”), may nevertheless lose all power to convey any idea of 


movement or change. 


A 

The Project for Psychotic 
and Neurologically 
Impaired Children 


hood psychosis, brain damage, and 
nce and “bizarre” behaviors have 


n custodial care primarily 
tally retarded where they 


-injurious behavior required 
“lost” among the “acting-out” 
as long as they were left in their 
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a children’s unit with special staffing as an experiment to assess whether these 
children were as “hopeless” as many felt, or if, in fact, the contemporary ap- 
proaches being proposed by persons such as Dr. Ivan Lovaas in California and 
Dr. Donald Churchill in Indiana could not be applied in this facility, a clinical 
treatment unit, rather than a research or training facility with a primary univer- 
sity affiliation. Fortunately, the times changed quickly and shortly after a very 
successful piloting of the autistic program, the Wisconsin Legislature changed 
the name and the mandate of the parent facility from that of a state hospital to 
that of a mental health institute with a primary responsibility to treat the most 
difficult clients in the state. The facility was to emphasize community training, 
consultation to communities, clinical research, and to have a close affiliation 
with the University of Wisconsin-Madison in the training of its various mental 
health professionals. At the same time, the Children’s Treatment Center of 
Wisconsin was merged with the Mendota Mental Health Institute, and a research 
project for six autistic children under the guidance of Dr. Robert Browning was 
integrated into a new residential community oriented, treatment/research unit 
for psychotic and neurologically impaired children. The birth of the new unit for 
treating autistic and autisticlike children was quick and the growth fast with the 
good fortune of a new state mandate for the development of community ser- 
vices, a rich staffing pattern, and an optimism among the staff that the PPNIC 
would meet their mandated goals and objectives. 

Several assumptions underlay the philosophy of the new project. Probably the 
most important of these was the determination that the program, while begin- 
ning as an inpatient treatment facility, would not perceive its role as one of pro- 
viding long-term residential care to autisticlike children in the confines of an 
institution, Rather, the length of stay in inpatient treatment would be short, 
Meaning 6 to 12 months. A second assumption was that the strong push for total 
community treatment was no more reasonable as an alternative in a basically 
rural state than the belief that all such children should be institutionalized. 
Therefore, the project would try to develop a reasonable fine line of providing a 
Short-term residential service and a consultation service to local community 
schools and mental health agencies. While the project was in the process of de- 
veloping effective therapeutic programming such as eye contact and independent 
Play for such children, many of those procedures could be taught to local com- 
munity teachers at minimal cost and allow for the training of preacademic skills 
without the need for institutionalization. Therefore, the project was determined 
to admit for residential treatment only those children whose problems were se 
Severe that the family needed training On behavior management and communi- 
Cation/language skills and/or the school system would not be capable of pro- 
viding the remedial training without a period of residential care—essentially an 
assessment that consultation would not be adequate. A third assumption was 
that the child, whether a consultation case OF an inpatient, was the responsibility 
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of the parents, and that the project staff would function ina rena bene 
would support that family system. Therefore, an extensive parent tr Sac 
gram was developed to train family systems, not just parents, but gran P a 
babysitters, siblings, and uncles and aunts when necessary, on the speci a 
management needed for providing a growth oriented, predictable enviro: = 
for the autisticlike child. This also meant becoming an advocate for the par A : 
but more often it meant teaching the parents how to become an assertive adv 
cate for community services for their child. f 

A further assumption was that for the autisticlike child to return and waren 
living at home, a total community support system would need to be develope 
for that child as well as his parents. This can only be accomplished by a poo 
ough integration and coordination of service provider agencies for the child ani 
‘family. While most rural systems have but one or two such children in their 
county, their willingness to work with the child would depend on pan 
support PPNIC could provide through meaningful training, consultation, an 
back-up support when necessary. The project staff would need to communicate 
that all the uniqueness of any individual child could in fact be reasonably 
accommodated in any school or agency without negative effects. A final assump- 
tion was that the program developed for all children be based on a thorough 


assessment of present strengths and that programming focus on the building, 
strengthening, 


and development of positive, pro-social skills in children. Most 
autistic children need to develop communicative skills, play skills, and numerous 
other functional self-help skills such as toileting, eating, and dressing. The more 
skills the children can be taught efficiently , the greater the probability of success 
in obtaining community agency cooperation upon discharge. Of course, it addi- 


tionally provides a more positive and spontaneous independent life for the child 
who can now feel the joy and positive reflectio 
new appropriate skills develo 


ophies that the PPNIC staff 
sense of a “ 


rae 

ren may return home before “institutionalization 
a large portion of the treatment regimen involves training 
Ctively with their children. Because consistency has been 


occurs. Accordingly, 
parents to deal effe 
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found to be very important in maintaining treatment gains after residential 
treatment, the children’s future public school teachers are similarly trained. 

While the project was designed as a research and community training unit to 
assess the effectiveness of the model described, it additionally serves as a train- 
ing unit for psychiatric residents, psychology interns, and students in occupa- 
tional therapy, social work, speech pathology, and education. 

Another primary function of the project is to provide consultation and train- 
ing to schools and mental health agencies throughout the state for children who 
do not need intensive residential care but where techniques developed at the 
Institute can be implemented directly into the community. 

The children are characterized by hyperactivity, aggressions, temper tantrums, 
bizarre mannerisms, inappropriate social behavior, little or no language, inappro- 
priate affect, and extreme negativism. The project consists of two teams, one 
working with six to eight children with low mental age who have extremely 
limited verbal skills, the second focusing on six to eight higher level children who 
have speech. 

The project prefers to work with younger, preschool children (5-8). Potential 
admissions are screened so that only those children whose needs cannot be met 
in other less intensive, less specialized community-based treatment programs 
are admitted to the project. The program philosophy is that it is but one step in 
the total treatment of the child. Therefore, referring community agencies and 
family are actively involved during the child’s stay on the project, with the goal 
being return to the community as soon as possible. ; 

The project is intended to have a residential treatment program of approx 
mately a 6-month duration. In special cases, as has been our past experience, it 
may be necessary to extend that time interval until a most ideal discharge dis- 
position has been advanced. While the child is in residence, both treatment and 
research is directed at: (1) identifying the nature of each child’s behavioral oi 
cits and strengths; (2) designing, implementing, and evaluating programs 
decelerate unique and abnormal behaviors and to accelerate the frequency o 
more appropriate, pro-social behaviors; (3) designing, implementing, and pen 
uating formal programs to train parents; and (4) designing, implementing, an 
evaluating programs to train teachers. 


The project consists of a treatment and e 6 
two social workers, three special education teachers, a speech pathologist, an 
occupational therapist, a research analyst, six psychiatric nurses, and 16 child- 
care workers. The project also has a half-time psychiatrist and a pediatric neu- 
rologist quarter-time. A child-care worker Or nurse is assigned as case manager 
for each child and is responsible for checking on and maintaining programs and 
Schedules for his/her child. This person has shared responsibility with the social 
worker for the liaison between parents, community agencies, and the project. — 
The ultimate goal of the program is to train the child to be acceptable to his 


valuation staff of two psychologists, 
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parents and community by making him more manageable, self sufficient, and 
socially active. The immediate goals include the development of language, E 
pliance, eye contact, visual-motor skills, gross-motor skills, and specific self-help 
skills, as well as the reduction of the referral behaviors. Because the children vary 
widely in their abilities, each child’s program is developed individually, to meet 
his specific needs. ; 
The residential treatment sequence begins with a week of observation, during 
which impressions are gathered about the child’s typical functioning. A week of 
baseline counts of appropriate and inappropriate behaviors follows, along with 
the identification of reinforcers such as food and play items. Treatment pro- 
grams begin during the third week of the child’s residence. Shortly thereafter 


parent training begins and continues biweekly, first at the Institute and then in 
the parents’ home. Approximately 3 months prior to discharge, the training of 
community teachers begins and con 


tinues until final transition to the com- 


A every other weekend. The child is thus prer 
pared to adjust to a community environment that has been prepared for his 
return. 


MAJOR PROGRAM COMPONENTS 


Behavior Management 


ors are inco; 
priate negative behaviors. Secondly, when the child do 


behavior such as noncompliance or a temper tant; 
out from reinforcement. Depending upon the Specific time-out treatment pro- 
gram, he may be taken to a quiet room for 1 or 2 minutes or he may be ae to 
sit quietly on the floor for 1 or 2 minutes. 


Prior to discussing the effectiveness of each of the treatment Programs, the 


mpatible with inappro- 
es display inappropriate 
tum, the child receives a time- 


Proj ; 
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Sa gah ES the time-out from reinforcement approach, as used on the 
invclies en e outlined in detail. A major aspect of a time-out procedure 
haror the piety of the child from the situation following inappropriate be- 
mined by T © Ee REESS of such a treatment program is to a large extent deter- 
TODE oo or reinforcing qualities of the environment. For example, 
appropriațé an relatively few rewards from the environment for displaying 
ae cert ehavior, a time-out or removal from that environment would have 
esas oi ala the child. Further, the child may even deliberately exhibit 
iimgout sana to receive attention from the staff associated with receiving a 
ih hs ee ernately, if the child receives a high number of rewards from those 
o Taria for his appropriate behaviors, a time-out or loss of oppor: 
Hor she eng rewards, would be expected to be meaningful to the child. In 
Ai ows P ild would work to avoid displaying those behaviors which remove 
In e rewarding situation. 

añ PREE a time-out approach would be expecte i 
tennont ment in which the child receives a high number of reinforcers. The 
Seh an approach employed by the project is uniquely designed to provide 
social b i PEETER Most treatment programs used to develop appropriate 
i e haviors as well as programs designed to develop academic, language, and 
na p skills are based on shaping principles. Initially, the child learns to per- 
bra prerequisite Hoe When the child learns the basic skills, progresssively 
Each TAR skills are taught until he attains the desired level of performance. 
eaea the child receives one or two 20-trial therapy sessions of each of his 
i why Programs: During these sessions, for successful trials (Że. those trials 
hich the child performs the desired behavior) the child receives small edibles 

and praise. 
he purpose of treatment, the negative interfering behaviors are separated 
r major categories: noncompliance, aggressions, temper tantrums, and 


bi : 
izarre mannerisms. Each category is specifically defined. For example, for each 


č i f 
Ompliance trial, the child is asked to perform some simple nonacademic be- 
> If the child begins to 


cass Shen “stand up” or “put the book on the table.’ s 
It the Pere 5 seconds of the command, it is defined as compliance behavior. 
Saale: rec not begin to comply within 5 seconds, it is defined as non- 
and ina n are defined as each instance of hitting, biting, pinching, 
instince : ee at another person. The temper tantrums are defined as each 
slice We È itting or slapping which is directed at himself as well as behaviors 
include ie one’s feet and throwing objects. Finally, bizarre mannerisms 
holdi S ereotypic behaviors such as hand flapping, finger flicking, and crotch- 
ing. Such specificity is necessary for both the measurement and treatment 

of behavior problems. 
Prior to implementing treatment programs, base 
Period of at least 3 days. On each sample day, the behaviors of each major c 


d to be most effective in 


line data is sampled for a 
ate- 
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gory—compliance (trials/success), aggressions, temper tantrums, and bizarre 
mannerisms—are counted throughout the (12-hour) day. Following the imple- 
mentation of the treatment Programs, data indexing the rate of behavior for 
each category are sampled each week in the same manner. 

The compliance treatment Program involves reinforcement for compliance 
behavior and a time-out following noncompliance behavior. In order to help the 
child develop the appropriate behaviors, following each compliance trial the 
child is told specifically why he was reinforced or given a time-out. For example, 
following the command, “Scott, put the book on the table,” if the child was 
compliant, he would receive rewards and Praise, such as “that was good putting 


the book on the table.” Alternately, if the child was noncompliant he would 
receive a time-out, and staff would say, “Time-out, Scott, you didn’t put the 
book on the table.” 


baseline period (ranging from 350 to 2200 per 1S4h6 é ; 
cally much higher than the pretreatment frequen ur day), the total is typi- 
sion, and temper tantrum behaviors. In or 


der t 
remains relatively positive for the child, bizarr 
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Figure 4-2. Aggression program. 
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Figure 4-3, Temper tantrum program. 
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Figure 4-4, Bizarre mannerism program. 
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into separate categories, and the child is treated for one new bizarre mannerism 
at a time. When the frequency of that bizarre mannerism is significantly reduced, 
a second bizarre mannerism is also treated. This process is repeated until all 
bizarre mannerisms are significantly reduced. In addition, several of the bizarre 
mannerisms such as facial grimaces occur at such low levels that the children 
have a difficult time discriminating these behaviors and therefore the treatment 
effects occur more slowly. It should also be emphasized that most stereotyped 
behaviors are reduced by the teaching and training of imcompatible behaviors. 


Language Programming 


The children who are admitted to the project vary widely in their language 
abilities. There are, however, three general groupings which characterize much of 
the children’s expressive language skills. These include essentially nonverbal 
children, children who use one or two word utterances, and children who use 
simple sentences but have not developed appropriate conversational speech pat- 
terns of children their age. In addition, many of the children in the second and 
third groups have unintelligible speech, primarily caused by slurred and/or im- 
Precise articulation, low vocal intensity, and high pitch. 

More specifically, children who are included in the first group may emit a few 
speech sounds, but emit these sounds in a babblinglike manner, with no meaning 
Or intent. The speech musculature of these children is not deviant, but due to 
lack of use, it is weak and unable to make the precise movements necessary for 
clear articulation. 

The second group of children exhibit YEN 
noun-verb or verb-object phrases. The children use these utterances to indicate 
their needs rather than for social interaction. Some of the children are capable of 
using higher level grammatical structures such as noun-verb-object, but these 
ust be elicited. 

_ The third group of children use spontaneous 
interaction with adults and other children. They are capable of using complex 
Sentence structures with compound phrases. However, the most common syntac- 
tical structures used are simple sentences having a noun-verb-prepositional 
Phrase or a demonstrativé-verb-noun combination. Interrogatives are rarely used. 
In addition, the children have an inability to sequence sentences in a conversa- 
tional manner. 

In addition to the speech patterns which characterize the three groupings. the 
children also exhibit bizarre speech patterns such as adding words or reversing 
Words or syllables in words. Some also exhibit echolalic or perseverative speech. 

he pattern of echolalic speech exhibited by the children varies widely. 

All children who are admitted to the project have some delay in language 
development, with some exhibiting speech patterns 3 to 4 years below their 


two-word strings which are typically 


language for appropriate social 
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hronological age. The treatment goals, and therefore the language Pe da tek 
pe be designed specifically to meet the needs of each child. During 
week following admission, the language skills are developed. ee 

In general, the major goals of language programming are ae somplished, tó 
child’s ability to indicate his needs and wants, and, when this is er Hohe 
develop language as a means of social interaction. The developm enia i 
for both of these functions—expression of needs and as a means of ee 
action—is of primary importance for the Successful return and main mere’ 
the child in the community. With these language skills, the child can r en 
interact with his environment to meet his needs rather than eae adido 
negative behaviors such as aggressive behaviors and temper tantrums. n Hocane 
the child receives rewards such as praise and attention from the significant p! pe 
in his environment such as his parents and peers for exhibiting these approp 

i haviors. = 

ee oe Programs form a developmental sequence as illustrated in Figure 
4-5. 


As illustrated in Figure 4- 


5 tof 
6, the first technique used in the developmen 
expressive language skills is 


ti gs F this 
- These involve much finger imitative skills. hepa 
is completed, the child can begin to produce new sounds with these sp 
musculature movements. 


The first example of a langua 
with a nonverbal child. It is bas 
auditory cues. In th 


e first part 
lates the child’s li 


gains the child’s attention by callin 
If the trial is Successful (ie., the “4 de G 
quired sounds), he Teceives social and Primary reinforcement. If the trial is 
failure (ie., the child does no 


a/, /u/, /p/, /t/. The criteria A 
success on three consecutive (20-trial) sessions, 
To investigate for maintenance of Previously learned sounds, after each on 
learned sounds are presented in random ae 
ated. The data in Figure 4-7 indicate that 
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gross motor imitation 


L speech musculature exercises ] 


l 


sound production 


sound sequencing to 
produce syllables 


production of words 
with meaning 
noun phrase verb phrase 
(adjective + noun) (noun + verb) 
noun phrase + verb phrase 
(adj. + noun) (verb + noun) 


noun phrase + verb phrase 
(noun) + (verb + adj. + noun) 


noun phrase + verb phrase 
(noun) + (verb + prep. + adj. + noun) 


Figure 4-5. Diagram of the developmental sequence of language programs. 


this child, the vowels /a/ and /u/ were established more quickly than the conso- 


nants /p/ and /u/. However, once established, all sounds were easily maintained. 
In the final part of the sound production program, meaning is added to the 
Sounds by eliciting the sound in response to the presentation of an object and 
asking the child to say what it is. For example, for the sound /b/, a ball or boat 
IS presented and the therapist says, “This is a ball. What is this?”, and the child is 
to respond with the sound /b/. Like many of the language programs, when the 
child completes the in-session program, the staff continues the program in vivo 
bt a the unit in order to generalize the program to new people and new 


After developing sounds which have meaning when associated with objects, 


i i ildren 
86 Treatment of Psychotic and Neurologically Impaired Childri 


/ 
fa/+/u/ /al+/u/+/p/ /a/+/u/+/p/+/t 
a/ /u/ /p/ itl 
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SOUND PRODUCTION PROGRAM 


of 
Figure 4-6. The percent of Successful trials per 20-trial session during the development 
lal, /u/, /p/, and /t/ sounds. 
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SOUND PRODUCTION 


lal ah as in bottle or pot 
lu/ 00 as in boot 

/p/ Pas in pat 

Itl tasin tie 
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wenn third part of the program involves the child answering questions about 
“cific pictures. In this part, the therapist presents the child with a picture or 
object that he knows. The picture or objects used typically are drawn from re- 
ceptive identification programs which the child completed earlier. For example, 
oh ga pa pa and says “Is this a cup? Shake head yes.” The model 
nd then the question is given. As in the second part, 
successful trials are rewarded, and following unsuccessful trials the correct re- 
sponses are modeled. In the final part, the staff continues the program in vivo 
through the unit. Criteria for movement from one part to the next is 85% suc- 
cessful trials on three consecutive (20-trial) sessions. Figure 4-8 illustrates the 
Progress of one child through part two (YES + NO) and part three (YES) of the 
program. The data indicate that for this particular child it was much more diffi- 
oa to develop YES-NO responses to questions rather than to follow verbal cues. 
many of the children who can motor imitate but not make sounds are taught 
signing as a major means of communication. 
Following the development of meaningful wor 
ai labeling program. The child then progresses 
signed to increase the number and type of wor 
signed to develop noun phrases (adjective-noun) an 
After the child has successfully completed these p 
(noun-verb-object) and four word phrases (adjective-noun 
erb-adjective-object) are developed. Finally, preposition 
Porated into the sentences in the form noun-verb-preposition-adjective-noun. 
My third example of language program is a word expansion program designed 
hig ee noun-verb-adjective-noun phrases. This program 1s used after the 
an Successfully completes the noun-verb phrase program. In the first part of 
a ait the therapist shows the child an action picture such aa girl Aag 
i = and models the appropriate response by saying, “What is girl doing? Girl 
ing blue bike,” and then asks the child, “What is girl doing.” If the trial is 
Successful (ie., child gives the entire response), he receives small edibles and 
hate If the trial is unsuccessful (i¢., child does not give the entire response), 
chad erapist prompts the response by saying, “Say the whole sentence.” If the 
s is still unable to give the correct response, the therapist models the re- 
Ponse for him. Each session consists of the presentation of the 15 action 
TAR criteria for successful completion of this part are three consecutive 
= sessions of 85% successful trials for the 15 pictures. In part two, the 
seers is presented with 15 new action pictures which can be described using the 
ate S, verbs, adjectives, and objects learned in the first part. Figure 4-7 illus- 
ee s the progress of a child through part one and part two of the word expan- 
P a As the figure indicates, the child initially showed no learning 
pea the first 12 sessions but then very abruptly exhibited large performance 
ses, reaching criteria in four sessions. In the second part, the child learned 


ds, vocabulary is expanded by a 
through a number of programs 
ds used. The programs are de- 
d verb phrases (verb-object). 
rograms, three word phrases 
-verb-object or noun- 
al phrases are incor- 
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; nd fo 
Figure 4-7. The percent of successful trials for the initial 15 action pictures (Part 1) a 
the new action pictures (Part 2) 15-Trial Sessions. 


Nouns Verbs Adjectives Objects 
boy 


jumping dirty hands 
girl riding tall bike 
dog washing big fence 
man brushing little hair 
woman blue dog 
green dishes 
red 


the new pictures much more quick] 


ly, indicating that the child was able to ge” 
eralize the use of the words used in Part one to new Pictures. 
Additional language programs include: 


I. Prelanguage Programs 
Task looking 

Gross motor imitation 
Touch response 

Point response 
Matching 

Speech exercises 


mIn» 
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Il. Receptive Language Programs 

A. Shaping one-part commands 

B. Shaping two-part commands 

C. Shaping three-part commands 
II. Expressive Language Programs 
Noun labelling 
Identification of action (verbs) 
Adjective-noun 
Verb-object 
Noun-verb-object 
Noun-verb-adjective-object 
Noun-verb-preposition-adjective-object 
Description of objects 
Spatial relationships 
Yes - No response (nonverbal and verbal) 
Sound production 
Sound sequencing k 
Decreasing echolalic speec : 
-© Various amin programs for nonverbal children 
IV. Morphology Programs 

A. Pluralization 

B. Past tense 
Vv. Concept Programs 

A. Same - different 

B. Classification 


ZECASOHTOMMVOM> 


i ject have 

It should again be emphasized that all children v e aN i 

language and communication difficulty. All staff on G a ae at sound pro- 

Signing technique so that if the child can imitate but 7 communicate through 

duction, he would be taught the functional ae j und production and 

signing. This has often been found to be a facilitator Pri es reinforcing and 
Speech; the process of being able to communicate becom 


Meaningful for the child. 


Occupational Therapy Programming 


i behaviors 
The goal of the occupational therapy treatment program oi peat loan 
in the general areas of self-help skills, pm ance wen haiviots are shaped by 
and cooperative play skills. In general, these complex ae “Ait Tears bas 
initially teaching simpler, prerequisite behaviors. When til he attains the de- 
skills, progressively more complex behaviors are taught un ograms, verbal and 
Sired level of performance. In all steps of the treatment prog > 
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edible reinforcement are used for appropriate behavior. If the child is Sorea 
ful, the therapist models the appropriate behavior and if necessary, through te 
use of prompts, helps the child perform the behavior and then verbally re 

forces the child for his efforts. a a cecal 

During the first week following admission to the project, each child is oe 
uated in the areas of gross and fine motor skills, perceptual skills, self-help ski : 
and social development. Since the children vary widely in their abilities in ine 
areas, treatment programs must necessarily be designed for each child to mee 
his specific needs. t 

Self-help skills are taught in order that the child can become more indepen 
and therefore easier to care for in the community. Self-help skills include dres i 
ing and undressing, bathing, tooth brushing, and toilet training, as well as pee 
manners including sitting quietly, eating neatly, using a spoon and fork, an 
drinking from a cup. 

Some of the above skills require fine motor control and perceptual skills. Ta 
improve finger dexterity and eye-hand coordination, treatment programs a 
volving reach, grasp, and place activities, bilateral activities, crayon and pene! 
exercises, and fine motor dressing exercises are implemented. In addition, the 


Fairbanks-Robinson program for perceptual motor development and mores 
programs are used to develop perceptual motor skills. 


To develop more appropriate social behaviors, children are taught how to play 
with toys by themselves and later in sı 


mall groups. Through the treatment tech 
niques of modeling and coaching, the child initially learns how to play appro” 
priately with a variety of toys. The second step involves parallel play where mg 
children learn to play alongside one another. In the final step, cooperative play» 
the children learn to play with one another, 
The first example of an occu 


‘ e goal of the program was to teach the child t° 

remove his sock independently. 
The program was broken down into fiy, 
was used. Each session consisted of ade 
cessful trials were reinforced with edib 


rae d 
e steps, and a reverse chaining metho 


ter were used as the criteria for moY®- 
8 illustrates the child’s progress through 
ular child, it appears that when the child 
omplete Step 1 (pulling off sock that iS 
positioned over mid-arch), he progressed through the Sat of the steps Very 
quickly, completing the entire treatment Program in 22 sessions 


The second example of an occupational therapy Program is a toilet regulation 


ment from one step to another. Figure 4- 
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Figure 4- 
4-8. The percent of successful dressing trials for each of the five shaping steps. 


10-trial sessions. 
STEP PERFORMANCE CRITERIA 


1 child must pull off oversized sock 
that is positioned over mid-arch. 

2 Child must pull off oversized sock 
that is positioned just over the heel. 


3 Child must pull off oversized sock 
sitioned just below the ankle. 


that is po 

4 Child must pull off oversized sock that 
is completely on. 

5 Child must pull off sock that is his 
own size. 


TE The program is designed to develop appropriate pretoileting behaviors, 
main dry E accidents, and increase the length of time the child can re- 
‘At TARER times he is taken to the bathroom. 
i orde w s intervals throughout the day, the child is taken to the bathroom. 
edibles a a evelop appropriate pretoileting behaviors, the child is given small 
fifecsans Epes having dry pants when approached, for walking to the 
he hats or pulling down his pants, and for sitting on the toilet. 
receives a special edible reinforcer and social praise for urination or 
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defecation in the toilet. Accidents are dealt with by changing the child’s pants in 
a matter-of-fact manner and given as little attention as possible. 

Figure 4-9 indicates the progress of a child on the toilet regulation program. 
On admission to the research project, the child was wearing diapers and would 
not sit on the toilet. During a 3-day baseline period in which the child was given 
frequent access to the bathroom but no reinforcement for urination in the toilet, 
the child averaged five urination accidents per 12-hour day. During the first step 
of the program, the child was approached at 30-minute intervals and reinforced 
for appropriate pretoileting and toileting behaviors. The criteria for movement 
from one step to another was 4 consecutive days with no urination accidents. 


Baseline Step Step Step 
Step 1 Step 2 a i | 5 
f | . t f 
| i to 
6 | | 1 
| i | 
5 | | 
| | | 
4 l | 
| l | 
| 
| l 
3 | | | 
| an 
2 | l 
| | 
1 | 
| | 
| ik 
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Figure 4-9. The frequency of urination accident: 
during each of the toilet regulation schedules, days. 


STEP 


40 45 pR 


S per 12 hour day during baseline and 


TOILET REGULATION SCHEDULE 


Baseline Child has access to bathroom but is 


given no reinforcement for urinati 

Child taken to bathroom A 
Child taken to bathroom every 45 aiue 
Child taken to bathroom every hour. a 
Child taken to bathroom every 1% Hou 
Child taken to bathroom every 2 hele 


bune 
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A indi : 

n the figure indicates, the child successfully completed the toilet regulation 

50 any being regulated on a 2-hour schedule with no urination accidents, in 
ys. 

: Additional occupational therapy programs are designed to develop the follow- 

ing skills: 


I. Self-help Skills 
A. Dressing skills 


D. 


1 


2. 


3; 


3 


- Mealtime skills 
l: 


2. 


3; 


. Toilet verbalization program whe 


. General dressing and undressing skills for pants, pullover shirt, shoes 


and socks. 

Fine motor dressing skills involving buttoning and unbuttoning, 
making and untying a bow, lacing shoes, and fastening skills such as 
zipping, hooking, and snapping. 

Independent dressing skills where complex dressing behaviors are 
linked and supervision is faded out. 


- Toileting skills 
l. Toilet regulation program in which appro 


priate pretoileting and toi- 


leting behaviors are developed and the length of time the child must 
remain dry is increased until a 2-hour regulation schedule is reached. 
re the verbal children are taught to 


verbally indicate their toileting needs and develop appropriate toi- 


leting behaviors. 
Rapid toilet training (Azrin’s method). 


rovement including waiting until all the chil- 


General meal manner imp 
holding one hand in the lap, taking 


dren are served before eating, 
small bites, using napkins, etc. 
Increasing eating skills such as 
the fork and knife correctly. 
Increasing food intake and preferences. 


holding utensils correctly and using 


Hygiene skills 


Li. 
2. 


Toothbrushing 
Washing face and hands with washcloth. 


Il. Fine Motor Skills 
A. Grasp, place, release activities 


E. 
2 
3. 


Pegs and pegboard activities 
Building block activities 


Bilateral activities (bead stringing, POP beads) 


B. Coloring activities 


I. 
Ds 


Scribbling and use of crayon 
Coloring within a stencil 


i i ildren 
94 Treatment of Psychotic and Neurologically Impaired Chi 


3. Coloring within a large area (dark line) 
4. Coloring within a small area 
5. Coloring within border with two colors 
C. Cutting activities 
. Use of scissors (random snipping) 
- Snipping within designated area 
. Cutting straight lines 
. Cutting straight geometric shapes 
. Cutting rounded shapes 
D. Cut, color, Paste activities 


E. Marianne Frostig workbooks and ditto sheets 


F. Fairbanks-Robinson Perceptual Motor Development Kit 
II. Play and Social Development Skills 

A. Independent play 

B. Parallel play 


C. Cooperative play 


AnPRWN 


School Programming 


nition, math concepts such a number identification, printing 
readiness skills, functional recognition and usage, and printed name 
identification. 


S big-little and 


are color matched, the procedure is repeated with 25 blue 
correctly color matches 95% or better of the pegs for three Consecutive sessions, 
a third color is added. In addition, for the first part 


Of each Step, pegs of the new 
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Figure 4- 
4-10. The percent of successful color matching during each of the five shaping steps. 
STEP PERFORMANCE CRITERIA 


Child must color match red and blue. 


J 

2 Child must color match red, blue and green. 

3 Child must color match red, blue, green and yellow. 

4 Child must color match red, blue, green, yellow 
and orange. 

5 Child must color match red, blue, green, yellow, 


orange and purple. 


a are fastened next to the appropriate slots to provide extra cues. When the 
vea completes one session of 90% or better, the extra cues are removed. Fig- 
the illustrates the progress of one child in the color matching program. As 
Win ee indicates, the child showed little learning during the initial ten ses- 
feb At this point, the child began to show improvement in performance and 
the ed criteria during the next ten sessions. The child then learned to match 
next four colors relatively quickly. 

The intermediate classroom is designed for children with limited verbal and 
academic abilities. This intermediate classroom focuses on academic skills such 
a rote counting, reading readiness skills, alphabet recognition, and Rebus 


Teading. 
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The second example of a school program is a treatment program designed to 
teach size discrimination. In the first part of this program, the teacher places two 
objects varying in size in front of the child and asks the child to “touch big.” 
If the child responds incorrectly, the teacher physically prompts the response. 
The child receives ten trials of “touch big” followed by ten trials of “touch lit- 
tle.” The child must respond correctly 85% or better on three consecutive ses- 
sions before moving from one step to another. In the second step, the teacher 
interchanges trials of “touch big” and “touch little.” In subsequent steps the 
child is required to make size discriminations between objects differing in color 
and size, objects differing in color, shape, and size, pictured objects differing 
only in size, pictured objects differing in color and size, and pictured objects 
differing in color, shape, and size. Figure 4-11 shows the progress of a child 
through the size discrimination program. The figure illustrates that after the 
child learned to discriminate objects which were identical to one another except 
in size, he was able to generalize this skill to objects and pictures of objects 
which differed from each other in color and shape as well as size. 

The third classroom contains children with the highest verbal and academic 
abilities. Children in this classroom are able to use four- and five-word sentences- 
School programming consists of rote counting, reading skills, phonics, Rebus 
reading, writing readiness, and learning names and addresses. 


Additional school programs are designed specifically for the children in each 
classroom to develop the following preacademic and academic skills: 


Nonverbal Classroom 
I. Preacademic Programs 
A. Sitting in chair 
B. Hands and feet quiet 
C. Task looking 
II. Academic Programs 
A. Reading readiness programs 
1. Sorting, matching, and identification of colors 
2. Clothing and body parts identification 
3. Printed name identification 


4. Identification of familiar objects a ; 
ses š nd their fi r 
B. Writing readiness programs r function 


1. Printing numbers 

2. Drawing an X to be used in workbook tasks 
C. Math readiness programs 

1. Shape discrimination 

2. Number recognition 

3. Size discrimination 
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Il 
I. n Classroom Activities 
. Playing appropriately with class i 
' room n 
dat erinndiare Classroom iini 
F Preacademic Programs 
A. Sitting in chair 
B. Hands and feet quiet 


Step 1 Step Step Step 


20 


‘i 5 10 15 
igure 4-1 
1. The percent of successful size discrimination trials for each of the seven 


shapi 
aping steps, 20 Trail Sessions. 
Step Description of Step 

1 Objects differing only in size. “Touch Big” trials 
followed by “Touch Little” trials. 

2 Objects differing only in size. “Touch Big” trials 
interchanged with “Touch Little” trials. 

3 Objects differing in color and size. “Touch Big” 
trials interchanged with “Touch Little” trials. 

4 Objects differing in shape, color and size. “Touch 
Big” trials interchanged with “Touch Little” trials. 

3 Pictured objects differing only in size. “Touch 
Big” trials interchanged with “Touch Little” trials. 

6 Pictured objects differing in color and size. “Touch 
Big” trials interchanged with “Touch Little” trials. 

7 Pictured objects differing in shape, color and size. 
“Touch Big” trials interchanged with “Touch 


Little” trials. 
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C. Task looking 
D. Raising hand to gain teacher’s attention 
E. Pointing response 
Il. Academic Programs 
A. Reading readiness programs 
1. Color discrimination 
2. Alphabet recognition 
3. Rebus reading 
B. Writing readiness programs 
1. Writing numbers 
2. Drawing an X to be used in workbook tasks 
C. Math readiness programs 
1. Rote counting 
2. Number recognition 
3. Size and shape discrimination 
4. Concept of same-different 
III. General Classroom Activities 
A. Family concept identification 
B. Animal identification 
C. Names and addresses 
IV. Special Programs 


Token programs are used to increase appropriate classroom behaviors using 
reinforcers such as free time or listening to music. Shaping programs are oF 
signed in which the child must display appropriate school behaviors for Pt 
gressively longer periods of time to earn the reinforcers. 
Verbal Classroom 
I. Preacademic Programs 
A. Sitting in chair 
B. Hands and feet quiet 
C. Task looking 
D. Hand raising 
E. Pointing response 
II. Academic Programs 
A. Reading readiness programs 
1. Color discrimination 
2. Alphabet recognition 
3. Phonics program 
4. Rebus reading 
5. SRA Reading Program 
B. Writing readiness program 
1. Writing numbers 
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2. Printing name 

3. Palmer Writing Readiness Series Workbook 

4. Handwriting with Write and See Workbook 
C. Math readiness programs 

1. Shape discrimination 

2. Rote counting 

3. Number recognition 

4. Houghton-Mifflin Math Workbooks 

a. One-to-one correspondence 
b. Addition and substraction 
Il. General Classroom Activities 

A. Morning greetings 

1. Identification of day, week, month 

2. Questions concerning age, weather, clothes, etc. 
B. Names and addresses 
C. Clothing identification 
D. Playing independently with classroom materials 

IV. Special Programs 

Again, token programs are use 
using recess as a reinforcer. Shaping pr 
child must display appropriate school 
periods of time to earn the reinforcer. 


d to increase appropriate classroom behaviors 
ograms are designed in which the 
behaviors for progressively longer 


Transition to the Community 

sure that the behavioral changes in the child 
ained when the child is returned to the com- 
order to maintain the behavioral improve- 
scharge must approximate that of the 


a major goal of the project is to in 
eveloped at the Institute are maint 
munity. Research indicates that in 


ments, the child’s environment upon di 
Institute. Those behaviors which are reinforced and developed at the Institute 


must also be reinforced in the home environment, and likewise, those behaviors 
Which have been treated and reduced at the Institute should be treated in the 
home, . ; + Py 

Upon discharge the child spends a great deal of his day in either a special edu- 
cation classroom or at home with his family. Consequently, it is necessary that 


both the classroom teacher and the family members be trained to implement the 
Specific treatment programs that were found effective in changing the child’s 
behavior while at the Institute. This is accomplished by a teacher training pro- 
gram and a parent training program, both of which are conducted by the Insti- 
tute staff, These programs will be only briefly discussed in this chapter since 
both areas of training are discussed in detail in the following chapters. 
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Teacher Training. As mentioned above, the primary goal of the teacher training 
program is to insure that the behavioral changes established at the Institute n 
maintained when the child is returned to the community. A secondary goal o 
the teacher training program is to facilitate the maintenance of preacademic and 
academic skills that the child acquired in the Institute’s classroom. ; 
Teacher training begins prior to discharge when the child’s prospective con 
munity teacher is invited to observe the child in the school program at the Insti- 
tute. The purpose of the observation is to provide the community teacher with 
an opportunity to view the child’s behavioral programs and academic programs 
in operation. The community teacher becomes familiar with the type of expec- 
tations, limits, and consequences that are involved in the child’s programs. In 
addition, the child’s particular characteristics, routines, likes, and dislikes can be 
observed and discussed so that the community teacher can become familiar with 
the type of child that will be entering the community classroom. All of this 


helps to facilitate consistency between the Institute classroom and the com- 
munity classroom, 


In addition to observin 


g the child in the Institute classroom, the community 
teacher also becomes fa 


miliar with and is trained in all of the behavioral, pre- 
academic, and academic Programming of the child. The teacher receives written 
copies of all of the treatment programs, Implementation of the programs is dis- 
cussed in detail and trained through role play. In addition the teacher is given 
the opportunity to apply them with the child at the Institute, 
It is also important for the community teacher to become familiar with the 
i child has completed as well as the specific program revi- 
sions that were necessary for his program. This allows the community teacher to 
become familiar with the behavioral characteristics of the child prior to treat- 


ment, how the child responded to various treatment techniques, and the amount 
of growth and Progress the child has accomplished with the specific program- 
ming. With this know 


ledge, the teacher is able to reinstitute previously effective 
Programs when necessary. 


Immediately following dischar 
care worke 
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communication i i 

raat see a is necessary in order to continue to provide the child with a con- 

eee environment. Also, it provides for a necessary transfer of programming 
ponsibility from the Institute to the school. 


P: zay 
ee ivan As with the teacher training program, the goal of the parent 
ah the a is to insure that the behavioral changes in the child developed 
iaado Ti maintained when the child is returned to the community. 
tohi Grice 3 ecause the child stays at the Institute during the week but goes 
8 Seer and n weekends and holidays, it is important that his environments are 
VENY iepaih as consistent as possible. This can only be accomplished through 
ed c and detailed communication between the Institute staff and family 
Panag is an intensive training effort d 
Tos ext is to deal with their child’s behaviors. 
deat Effective on the whys” or the theories of beh 
bets Team a Mes the child’s behaviors. Through parent training, family mem- 
aniar wasn a entify and count specific behaviors, to implement specific be- 
niques to modify these behaviors, and to assess the effectiveness of 


treatment programs. 
fg eee begins at the time of th 
aa 7 of parent training is held at t 
Sinauntad Bice to ten 2-hour highly struct 
Worker. y the child’s child-care worker and eit 
wae treatment program is taught by initially explaining the program, 
ment soba approach for the parents, having the parents role-play the teat: 
The nd finally having the parents implement the program with their child. 
Sania rents then take their child home for a weekend visit and implement the 
m at home, Data are collected and returned to the Institute when the 


child į 
pit —_ following the visit. 
lesan of teaching include: 
(2) role implementing the program as we 
Some ie aying the unique characteristics oF MS © 
what ev ao how their child will react; (3) givi 
encoura y are doing correctly as well as what they s 
Vation ging the parents to give each other feedback. The u 
room allows the staff as well as the parents an OPPO! 


pe in operation. 
M ` parents are also taught to count specific behaviors reliably by using pre- 
Vi eu and by counting with a staff member and comparing counts. 
aping is also used as a direct method of giving the parents feedback on 
] training sessions are 


their j A 
r interactions with their child. A portion of severa 


esigned primarily to train par- 
It is a behavioral approach. It 
avior but rather on how to 


e child’s admission to the program. The 
he Institute. At 2-week intervals, par- 
ured training sessions which are 
her a psychologist or social 


(1) the use of role-playing the correct 
Jl as typical mistakes that may occur, 
f the child so that the parents have 
ng parents direct feedback on 
hould do differently; and (4) 
se of a one-way obser- 
tunity to observe pro- 


š A ildren 
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P i the 
videotaped, after which the staff and parents view the tape and discuss 
parent-child interactions. 


ap 
After the parents have learned to correctly implement each of the emild 
programs at the Institute, the second phase of parent training begins. The phas 
involves eight to ten 2-hour training sessions conducted in their home. The e 
pose of this phase of parent training is to continue training the parents in i 
use of the treatment methods as well as helping them to overcome speci i 
problems which develop in implementing the treatment programs in the 
home. ; 
Once again the methods of role playing, modeling, discussion, and me 
are used in refining the parents’ application of the programs as well as in he 
ing them new shaping Steps or any new programs. In addition, a portion © 
several training sessions are devoted to objectively measuring the parents gr 
plementation of the programs. The parents implement all programs for a pine 
fied period of time, during which they count each time-out and reinforcemen 
they give the child. Meanwhile, the staff members count all time-outs that 
should have been given, as well as Opportunities to reinforce the child that were 


missed. These counts are later compared and discussed so that the parents get 
objective feedback as to how they ar 


During in-home training, 
often spend time with the c 


ency in the treatment of the child. 
parents are also enc 
behaviors which the child h 


m the Institute, the parents have 
completed intensive structured training programs conducted both at the Insti- 
tute as well as in their home. This provides the child with consistency during 
his stay at the Institute as well as facilitates maintenance of his behaviors upon 
discharge. 


Community Consultation and Training 


The program staff is actively and intensively involved in Consultation and train- 
ing of community professionals and parents througho 


ee ut the state. In addition 
to the parent-training and training of the school Personnel, the Staff is involved 
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in training teachers, speech pathologists, occupational therapists, home trainers, 
School psychologists, daycare directors, group home staff, and many other 
community professionals. Consultation requests may be centered around one 
Specific child who is exhibiting some undesirable behaviors or may involve a 
more global aspect such as how to set up a behavior modification unit in an 
Institution. 

The goal of community consultation and training is to disseminate the spe- 
Cialized treatment programs developed at the Institute to community based 
treatment centers, such as group homes or special education classrooms. In 
this manner a special education teacher or community agency maintains pri- 
mary responsibility and direct therapeutic contact for a child who is exhibiting 
Some problems but does not require intensive residential treatment. Programs 
which have been found successful at the Institute can confidently be applied to 
children in community settings. In addition, basic staff training in a daycare 
Setting or group home can enable that staff person to teach a child many new 
skills, decrease inappropriate behaviors, and consequently develop a more posi- 


tive, pro-social environment for the child. ; Nears 
Project staff are involved in community consultation and training in the 


following general areas. 


Behavioral Management of Psychotic and Neurologically Impaired Children. 
The Specific programs that have been found effective in increasing compliance, 
increasing attending behaviors, and decreasing aggressions, temper tantrums, and 
bizarre mannerisms with psychotic children are extremely useful to community 
People who need such programming for a child. These programs have been 
taught to various community people, including an entire program staff, by the 
Project staff. Use of videotape, role playing, and modeling are involved in teach- 
ing these programs. 


Skill Acquisition. The project has a variety of treatment programs in the areas of 
Self-help skill acquisition as well as preschool requisites for children who are neu- 
Tologically impaired, psychotic, or exhibiting behavioral problems. Specific 
Programs on dressing skills, meal manners, toileting behaviors, socializing, and 
Preschool skills (holding a pencil, raising your hand, and similar programs) are 
available to be shared and taught to community professionals. 


Program Assessment. Methods of data collection, recording data, and graphing 
and analysis of the data are explained to community people who wish to develop 
their own system of program assessment. A very precise method of recording 
data daily has been developed and found very useful in a variety of settings. 


$ ildren 
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ed within the 
Parent Training. Two parent training models have been “ane! group parent 
Project and researched as to their effectiveness. The first ae modification as 
training in which the staff teach the basic principles of a approach in which 
well as their application. The second is an individual fami a am for their 
the family members learn the specific behavioral ee p data collection 
child. This approach includes the use of role play, mode M iback, and in- 
in the home, writing behavioral programs, the use of videotape the parents. In 
tensive working with their child with staff members coaching 


tting 0 
ae ctured setine 
addition, this method includes parent training in the more stru 

the Institute, as well as in 


cili- 
k in order to fa 
the more natural home A age been foun 
tate generalization of the training. Numerous handouts that h 

effective in training parent. 


z ting 
M d in set 
s are available and useful to staff intereste 
up their own parent training program. 


any 
to group homes, community agencies, as well as M 
programs that are constantly faced with 


Program Overview. A videotape as well as a 16 
ect is available to community agencies. This pr 
explanation of the Project, the goals, the are: 
well as the team approach in treatment of psy 
impaired children. 


-mm filmed overview of the Pal 
esentation includes a more glo s 
as of behavioral management, i 

chotic, autistic, and neurologically 


Training of Students 


Students from a variety of disciplines spend varyin, 
the Project for Psychotic and Neurologically Im 


8 lengths of time working On 
Pai 
respective professional training programs. Student 


ted Children as part of their 
r trainees most frequently rep- 
rerənted are occupational therapy, social work, psyc 


hology, Special education, aS 
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well as z r 
ences eo T in clinical psychology. The range of ongoing experi- 
trainees to obtain T m the project offers an exceptional opportunity for the 
regular classroom i e practical experience not otherwise obtainable through 
such activities as line ee typically become actively involved in 
tibns ommuni child education and management programs, family interven- 
programs. y consultation and education, research, and staff development 

The fi A 

trainee ak he training program involves thoroughly acquainting each 
definitions. dat Tu amentary aspects of the unit programs, including behavioral 
dents team re collection procedures, and specialized treatment programs. Stu- 
children. In “4 individual staff members during their daily activities with the 
to function ean staff members model the skills necessary for the trainee 
on their skill eh u ly on the unit, and provide valuable feedback to the trainee 
in carrying out a ba As the student’s overall understanding and proficiency 
ized training in th asio procedures used in the project improve, more special- 
A Een wa e student s discipline can begin. 
the flexibilit ira of the training experience is to provide each student with 
own cecum: o become involved in programs which will best meet his or her 
trainees typi professional needs. As such, during this second phase the 
For ete pa work more intensively within their own professional roles. 
sibilities of o a occupational therapy (OT) student begins to share the respon- 
develop and vorking directly with individual children on OT programs, and to 
dent are fre implement new programs. The experiences of the social work stu- 
ment oe varied including assisting in developing behavioral manage- 
admissions $ i participation in parent training, arranging and coordinating 
Psychology a discharges, and consultation with community agencies. The 
Pending u n erm becomes actively involved at all levels of responsibility de- 
pon individual expertise and interests. The intern consults with staff 


memb: 

e TE a À 

Ts on existing research programs, assists 1n evaluating the progress of 
in parent training and inservice 


Indivi f 
ae e ilden in the program, participates i 
ocal ichouk: programs, implements innovative research ideas, and consults with 
grams i s and regional mental health facilities in developing treatment pro- 
By iia to the Mendota project. A 
student a ing students to actively participate in the project, the benefits to the 
ough eee often substantial. Students typically leave the project with a thor- 
dren ce of how to treat psychotic and neurologically disturbed chil- 
Tesponsibili a family-community context. Furthermore, by being given direct 
ius vol ities in the project, they can develop a greater appreciation for their 
the pr 0163:88 professionals. Students making a significant time commitment to 
eia such as student teachers, leave the project and implement similar 
ques in their new jobs in the community. 


The project also profits from the presence of students 


the trainees- Frequently, 
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. ‘ elate to 
become so involved in ongoing programs that the staff look upon and ate ei 
the trainees more as fellow staff members than as students. Trainees a agar 
input into existing programs and offer suggestions for the continue 


; of the 
ment of the project. In this way the project staff may take advantage 
unique contributions of each student. 


Data Collection 


Data collection at the Institute is used primarily to evaluate treatment >e 
niques. The criteria for good data include: (1) the data must be clearly de deta 
to ensure that all staff are treating and counting the same responses; (2) the dë 
must provide a valid index of the behavior which the treatment program no 
signed to alter; and (3) the data must be sampled over a sufficient period ora 
to indicate any trend. Used in this manner, data can be used to indicate spec! : 
trends in the child’s behavior and therefore allow for the evaluation of treatmen 

programs. 


R nt 
Each child has a large ring-binder data book which contains a manageme 
order, or treatment plan, data s 


he 
heets, and a graph indicating the progress at 
child on each of his specific tre 


$ ted 
atment programs. No programs are implemen 
without a complete treatment pl 


an in the child’s chart. d 

Since the primary data used to evaluate the treatment programs are gathere 
through behavioral observation, it is necessary to demonstrate high interobserver 
reliability among the staff members. Each week, through a one-way mirror, the 


85% or better. As a further means of staf 
training, the research analyst regularly co 


x Fa nducts inservice workshops using video- 
tape equipment to provide immediate and accurate feedback. In addition, 
prescored videotapes are also employed to gather validity measurements of 
behavioral observation. 


SUMMARY 


It has been the attempt of the authors to describe the Project for Psychotic and 
Neurologically Impaired Children in a general program review manner. Much of 
what has been described will be elaborated on to 


i an extensive degree in the fol- 
lowing chapters, especially in those areas relevant to a community system model. 
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In 
ah Co this project serves 15 3- to 11-year-old psychotic and neu- 
pliance, Ae gee children. These children are characterized by noncom- 
withdrawal on e a hyperactivity, temper tantrums, aggressiveness, 
between soar ha or no language. The inpatient treatment program averages 
each child’s beh months. Treatment is directed at: (1) identifying specifically 
atid evaluatin avioral shortcomings and strengths; (2) designing, implementing, 
appropriate ae to reduce abnormal behavior and to increase more 
train parents eos (3) designing, implementing, and evaluating programs to 
The timate a teachers to generalize and maintain new pro 
and his com goa of the program is to make the child accepta 
active. edn by making him more manageable, self sufficient, and socially 
mitos skif, iate goals include the development of language, compliance, visual- 
pendent i Ba motor skills, specific self-help skills, eye contact, and inde- 
within a Wa The multidisciplinary approach involves two teams all working 
following re avioral-educational framework. Since most children return home 
atment and likewise go on home visits on a weekly or bi-weekly 


basis 

Sive Ai smooth transition from the Institute to the home is facilitated by inten- 

i ork with parents. Techniques of behavior observation and therapeutic 
ght to parents so that when the 


i à 
ao developed at the Institute are tau nts 
treatme ome they can carry on with procedures to maintain consistency of 
San a In addition to working with the family following discharge, the staff 
eae hs with the child’s teachers in the classroom, again with the objective of 
2 ners ee consistency of treatment. Follow-up is maintained on a child up to 

after discharge, by staff contacting the home and school at regular inter- 


vals i : 
ls in order to: (1) assist the family and school in new programs; (2) evaluate 
maintenance and generalization 


a Aaram of the treatment program; (3) assess c 
ose programs to the community; (4) evaluate the effectiveness of the parent 
z school training programs. In addition to the inpatient treatment and re- 
earch function, as much as 25% of unit staff time is involved in consultation to 


Ne 
: hools and agencies throughout the state, where a c 
ute developed programs but does not need intensive residential treatment. In 


Summary, results suggest that psychotic children can be quickly remediated 
ibed program and that their maintenance 


t! 

hrough the application of the descri 

after discharge seems to be a direct function of intensive parent and community 
hroughout the large geo- 


teacher training. Children discharged from the project t! 
graphic area of Wisconsin are being successfully maintained in the community. 


-social behaviors. 
ble to his parents 


5 
Issues in Family Intervention 


To begin a chapter on family systems intervention, it seems only fair to express è 
strong bias on the part of the authors. After 7 years of extensive work with paf- 
ents of psychotic and neurologically impaired children, experience has shown us 
that families, like children, all function in a unique dynamics system and that 
each family must be worked with in a individualized manner that maintains 2 
sensitivity to those dynamics. While one can assuredly say that the earlier “cold 
mother” interpretation of autism has been rejected by contemporary mental 
health practitioners, that particular belief and orientation did activate a large 
group of parents to form the National Society for Autistic Children where the 
philosophy and orientation of the organization emphasized strongly the parent’s 
commitment to demand services for their children, not philosophies about 
parental rejection. One effort of the PPNIC has been to assist in that purpos¢ 
and to use the knowledge and benefits that many parents experienced with 
children to formulate intervention strategies to benefit not only their children, 
but also future children born with such severe communication disorders. There- 
fore, the project began its work with parents with a strong bias that no further 
guilt need be instilled upon a family system but rather that the project would 
interact with each individual family system as it presented itself to the staff, 
there would be a primary goal of reassurance that such children can be managed 
in a home living environment and that communities can also learn to support 
families in their efforts to maintain their children at home. Thus, while the 
PPNIC focuses heavily on a parent-child interaction model, it does so not with a 

perspective of blame but rather an assumption that certain increased positive 

interaction patterns will facilitate the development of a continued positive 

parent-child relationship. While some families may in fact appear dysfunctional, 

one must assess closely the reality of that perceived dysfunction as a normal 

adaptation to relating and dealing with a child with severe communication dis- 
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os s and expression of many socially unacceptable and often bizarre behaviors. 
P introductory bias, one must keep in mind that the procedure to be 
ers nc in fact appear quite rigid and concrete in its application, when in 
family th T format and not the individual procedure and style with any given 
action ae being described. The very nature of utilizing a parent-child inter- 
child and “ae speaks to the project’s effort to meet the individual needs of each 
mily. 
Arere, family intervention and parent training, the authors have chosen 
lowed b e the process and dynamics that are clinically involved. This is fol- 
of the Bed a more rigorous experimental study which describes the technicality 
ities as a design in evaluating the program’s general effectiveness. It should 
inpatiens that while the procedure described reflects work with families of 
, the process can and has been applied to outpatient settings as well. 


PARENT TRAINING 


mir training component of the Project for Psychotic and Neurologically 
rangeme hildren isan integrated aspect of the entire treatment process. Ar- 
sion du nts to facilitate the entire parent training process begin prior to admis- 
to the at the prescreening and preadmission meetings. Information relevant 
roles ir needs of the family is gathered informally prior to admission. The 
nificant, grandparents, older brothers and sisters, aunts, uncles, and other sig- 
e invol people play in the care of the identified child are pursued. Their need to 
or chil "ee an the training process is discussed with the parents. Arrangements 
a few h care in cases of emergency and in situations where the parents just want 
Sion a Ours away from their child are discussed prior to admission. This discus- 

ssists the staff members in understanding who is with the child during the 
Parents’ absences and begins to get the parents to think about a consistent envi- 


r 
Onment for their child. 


3 Prior to admitting their child to the project, ¢ 
8teement with the project staff. This agreement clearly delineates what will be 


©Xpected of the parents as well as what they can expect of the project staff. 
p € specific times the parent training sessions will be held, the need for both 
ioe attending each session, the fact that some of the training sessions will be 
in in the family’s home, the expectation that the parents will take data regard- 
ft their child’s behavior and their own behavior every day they have their child 

home, contingencies should either party not follow through on their commit- 
ments, and many other specific expectations are included in this agreement. One 
of the purposes of the agreement is to ensure that the parents have a clear under- 
Standing of the expectations the staff will be having of them during the next few 
Months. In addition, the agreement adds a formality to the parents’ involvement 
and responsibility in the treatment process of their child. It is an early and con- 


the parents sign a contractual 
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tinual reminder of PPNIC’s philosophy that the parents are the individuals re- 
sponsible for their child and that the PPNIC staff are only facilitators of the 
process of growth in their child and their relationship with the child. 

Prior to admission, a specific parent training time and 3-month schedule of 
sessions is established. Parent training sessions are always held prior to a home 
visit rather than at the completion of a visit so that the parents can learn specifi- 
cally what they should be doing with their child during the visit. In addition, 
parent training sessions are held at a time most convenient for the family mem- 
bers. Work schedules, school hours, bedtimes, and normal daily activities are all 
considered in establishing a training time for each family. Once the specific 
parent training time has been selected, the 3-month schedule of sessions is estab- 
lished. This schedule includes a list of the home visits, the parent training ses- 
sions, and the location of the training sessions. The process of writing such a 
schedule and discussing it with the parents usually reduces last minute sched- 
uling changes caused by staff vacations, family trips, family gatherings, business 
trips, and holiday festivities. It also, again, adds a formality to the parent in- 
volvement and responsibilities. 

Two staff members are selected to be the parent trainers for each family. This 
team consists of either a psychologist or social worker paired with a nursing staff 
member (ie., registered nurse, licensed practical nurse, or psychiatric aide) as 
co-therapist. The psychologist or social worker has overall responsibility for 
scheduling, planning, and implementing the entire parent training program with 
the family. The nursing staff member assists with role plays, modeling, demon- 
strations, and participates actively in the actual training process. In order to pro- 
vide the family with consistent therapists that they can get to know well, share 
their concerns with, and learn to trust over a period of time, the therapists 
chosen to work with a specific family remain as the parent trainers during the 
child’s entire course of treatment. 

The training sessions begin the first week of the child’s treatment and continue 
throughout the child’s entire stay with the project. Generally, the parent training 
Sessions are held every other week, giving the parents either one weekend or two 
isc (depending on how frequently the parents are able to take their child 

2) to practice implementing the treatment programs they have learned. De- 
pending on the child’s Progress and the parents’ ability to establish and change 
be _ oe at home, training sessions may be held weekly for a period 

: n training sessions can be held every 3 weeks or even monthly 


during the last few months of the child’s treatment, Most families receive ap- 
. 16 to 18 2-hour training sessions during their affiliation with the 
project. 


Throughout the entire training process, the progress of the parents and the 
treatment Programming for the child are coordinated. The child does not begin 
any behavior treataient programming until the parents are ready to learn to im- 
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plement the program. Likewise, when the child moves from one treatment step 
to a more advanced step on a behavior management treatment program, it is 
necessary for the parents to be aware of this change prior to their next visit with 
the child. This continual coordination results in consistent environments with 
and expectations for the child as he spends weekdays at the project and week- 
ends at home with his family. 

The main goal of the parent training program is to teach the family members 
to consistently and correctly implement all the behavior management programs 
utilized at the Institute and felt necessary to maintain the child in his home com- 
munity. However, there are many other programs besides the behavior manage- 
ment programs that need to be taught in the parent training program. All of the 
programs that teach self-help skills and activities of daily living need to be co- 


ordinated with the family’s expectations. If the child is expected to put his shirt 


on independently at the Institute, it is important that the parents also have the 
re taught in the parent training 


same expectation. Therefore, such programs a 
sessions, and the parents are also made aware of each change in a teaching step 
throughout the child’s entire course of treatment. Academic, language expan- 
sion, fine motor skill programs, and similar in-session programs are also often 
taught during the parent training sessions. Although it is not mandatory to teach 
the parents such programming, positive in-session programs often give the par- 
ents an opportunity to teach the child a skill, establish a positive learning experi- 
ence, and illustrate to the parents some of the skills their child does have that 
they may not have been aware of previously. 
The importance of the parents’ ability to contribute to the treatment planning 
should not be underestimated. Often the child will demonstrate one skill at 
home but refuse to engage in that behavior at the Institute, resulting in different 
expectations. Because of the differences in the two environments, 4 child may 
demonstrate many disruptive behaviors in the home setting (Łe, run out of the 
house, provoke animals, and dismantle a stereo) that he has no opportunity to 
do at the Institute. It is important to discuss these problems and formulate treat- 
ment programs that can be implemented in the home setting to deal with these 
behaviors. It is less important to deal with disruptive behaviors that only occur 
at the Institute and cannot occur in the home setting because of the differences 
in the environments. Priorities in treatment planning must always be towards 


community living. 


PARENT TRAINING PROCEDURE 


format, ha 
t is used for the trainin: 
used for the sessions held in 


s been established for the parent 
g sessions held at the 
the family’s 


A general training procedure, OT 
training sessions. A structured forma 
Institute; a less structured format is 
home or community setting. 
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The procedure for the training sessions held at the Institute is as follows: 


Preparation For Training Session 


Prior to each training session, the nursing staff therapist has the creat be 
book which describes the child’s treatment program, updated to ge bec 
data are entered and graphed. Thus, the family can easily view their me) s ee 
ress during the week. The therapist also meets with the teacher and lang sa 
therapist in order to review the child’s academic and language a ary i 
progress. The nursing staff therapist and psychologist or social worker mee! a 
decide the goals and specific format for the upcoming training session a roa 
general goals have been established with each family. This outline — 
is going to do what, who works with each parent, and how much time is s 
located for each aspect of the training session (see sample outline). Both thera 
pists thoroughly review the specific programs they will be teaching. They 
anticipate any questions they may be asked and question one another — 
the details of the program. Extra copies of the programs to be taught, speca 
handouts, data sheets, and home-visit data recording sheets are prepared prior to 
the training sessions. For the first training session, a parent training folder is 
assembled for each family. This provides the family with a special place to keep 
their programs, data sheets, and handouts. On the day of the training session, 


the actual room, or rooms, to be used are straightened up by the parent trainers 
so that no time will be waste 


d on such housekeeping tasks during the parent 
training session. 


Sample Outline 


First parent training session—at Institute 
(5 min.) I. Explain schedule for parent training session Judy 
(10 min.) 


II. Review progress using Lisa’s data book Patti 
(20 min.) TIL. Train compliance program 


1. Go over program 
Request vs. command 
Academic vs. nonacademic commands 
Language commands 
Five seconds to begin to comply 
Compliance approximations 
Reinforcement—kinds 

g. Counting compliance program 
2. Role play successes 

a. Getting Lisa’s attention 

b. Waiting 5 seconds to comply 

c. Reinforcing specific behavior 


Judy 


moan 


Patti = Lisa 
Judy = staff 
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: 3. Parents role play successes with staff Patti = Lisa 
(5 min.) IV. Train noncompliance (failures) Patti 
(20 min.) V. Train quiet-room program Judy 


1. Go over program—how to give QR 
. Wording before QR 

. Wording after QR 

. Temper tantrums in QR 

. Refusal to come out of QR 

e. How to count QR’s 


aogp 


2. Role play quiet-room program Patti = Lisa 
a. Temper tantrums in QR Judy = staff 
b. Refusal to come out of QR 
Patti - Lisa 


3. Role play with parents 
a. Regular QR 
b. Temper tantrums in QR 
c. Refusal to come out of QR 
(25 min.) VI. Mother work with Lisa with Judy 
Father observe and count with Patti 
(25 min.) VII. Father work with Lisa with Patti 
Mother observe and count with Judy 
(10 min.) VII. Discussion with family 


Judy = coach 


1. General feedback Judy 
2. Explain training worksheet Judy 
Patti 


3. Explain home visit data sheet 


General Schedule For Training 
During the first hour of the training session, the parents are greeted and escorted 
edule for the 


to the training room. The specific items to be trained and the sc for 
session are reviewed with the parents so that they know what to anticipate 
throughout the session. The child’s progress at home and at the Institute is 
briefly discussed with the family. This includes the child’s behavior management 
Programs, language progress, academic progress, and other specific skill acquisi- 
tion programs. Following this review of the child’s treatment programs, the 
training aspect of the session begins. Generally, only one new treatment program 
1s taught during a training session. That program is also reviewed at the beginning 
of the next training session before another new treatment program would be 
introduced. The method for training a new treatment program consists of the 
following: 


© Each parent has a copy of the treatment program to follow as one of the 


trainers reads and paraphrases the program. 
© Each section of the program is read, and then paraphrased. 


i i ildren 
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The entire program is summarized by reiterating the main points (often tie 
main points will be listed on the blackboard at this time). aun 
The two therapists role play the treatment program. As they are role B is 
ing, they are pointing out various aspects of the program. One AO 
attempting to engage in behaviors similar to those of the parents euo m 
role players also demonstrate typical mistakes a staff or parent may make 
trying to conduct the program. 7 

Die Sf the parents implements the program with a staff member playing e 
role of the child. The second therapist is reinforcing the parent and pointing 
out any mistakes he/she is making. ‘ 
The second parent implements the program with the staff member Laer 
the child’s role. He/she is given reinforcement and redirection appropriate to 
his implementation of the program. 7 ff 
One of the parents implements the program with their own child. A sta f 
member is nearby to reinforce, assist, redirect, and remind the parent r 
details of the program. All reinforcement and criticism is specific an 
concise. f 
Meanwhile, the second parent and staff member are observing the ne 
actions through a one-way mirror. This parent is counting various kinds © 
interactions (i.e., commands, reinforcements, and time-out) while the thera- 
pist is assisting him. In later sessions, the parent and staff member will not 
discuss their counts until the entire observation is completed, at which time 
their counts will be compared and differences discussed. 


The parents change roles, with the Opposite parent working with the child 
and the other parent observing and counting. 


The final minutes of each training session include a general discussion with a 
parents. The main points of the training session are reviewed, instructions aní 
pointers for the weekend are given, and the parents are given feedback on their 


implementation of all the programs they have been trained on. The parents also 
have an opportunity to discuss other 


concerns they might have or additional 
questions regarding their child. 


Variations in Training Schedule 


Throughout the parent training program, parts of specific sessions are set aside 
to be used for training assessment of for uni 


que problems the parents may be 
having. Approximately three or four times, throughout training, a 15-minute 
time sample of the parents’ interaction with their child is taken for assessment 
purposes. Both of the parents are instructed to work with their child and imple- 
ment all of the programs they have been tra: 


: ined on. Both of the parent trainers 
observe through the one-way mirror and code the parent-child interactions. The 


Issues in Family Intervention 
115 


results > 
PE nse eee are shared with the parents and used by the parent 
Dependin shing goals for future training sessions. 
We ai ee ays degree of problem the child is causing with community out- 
comunity Stites and possibly four or five training sessions are held in 
ae ieS a shopping centers, or parks. If the child continues to 
T ED ‘ his parents in these settings, more sessions will be devoted to 
Bees arn fae nts in implementing the programs in the community. Also the 
during the i ae eo assignments of taking their child to community affairs 
ihe activity. and reporting back to the staff the child’s behavior during 
Peme parent-child interactions during the tr 
TENA es discussing the videotape has been an inv: 
their vids so trainers. Parents are given the opportuni 
ana eee with their child, replay specific parts of the videotape, 
benefited i in they should have done differently. Parent trainers have also 
the Bavent m this experience as they can observe their methods of coaching 
nts and more clearly identify what kinds of coaching specifically altered 


th > 
€ parents’ style of interaction. 


aining sessions and then re- 
aluable asset to many fami- 
ty to sit back and observe 


In- 
Home Parent Training Sessions 
essions are held in the family’s home 


A n 
Pproximately one-third of the training s$ 
munity. These sessions are less struc- 


Aig n at the Institute or in the communit l 
Paan aa the training sessions held at the Institute because their purpose is to 
thelr-tie gly parents in the implementation of the programs throughout 
stant ann daily routines. In addition to the training of new treatment pro- 

s, and assisting parents in the implementation of these programs, the ses- 


Sions j ; 
ns include the following experiences: 


another on their implementation of the 


hat one spouse will give the opposite 
pecific programs. The roles are re- 
s feedback. This is taught so that 
dback as well as accept feedback 
programs are designed and less 
staff, the parents will be en- 


© Parents are encouraged to coach one 
programs. Exercises are set up SO t 
spouse feedback while implementing $ 
versed so that each parent gives and receive: 
the parents can learn to give each other fee 
from each other. In the future, when new 
supportive feedback is available from the 


couraged to assist one another in learning the new program. 
new treatment programs with 


bd i : ai 
The parents are given opportunities to design 
roblems occur, the parents are 


guidance from the staff members. As unique p. 
encouraged to baseline the behavior, write up treatment plans, and after 
nt the new treatment program. 


coordination with the project staff, impleme 
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© Some training sessions are held at different times of the day in order to help 
the parents implement the programs at various stressful times. Training ses- 
sions held during meal preparation give the trainers a more realistic assess- 
ment of the application of the treatment programs into the daily routine. 

e During some of the home training session, a 45-minute assessment of the 
parent-child interactions is conducted. This assessment reveals how accu- 
rately the parents are implementing the behavior management programs 
they have been trained on as well as samples of various child behaviors. The 
frequency of the child behaviors can be compared to the frequency of the 
child behaviors gathered weekly at the Institute. 


Once the parents have begun the training sessions, the parents are given Spe 
cific weekend assignments. They are expected to conduct all programs they have 
been trained on during their weekend home visits. They also are expected to 
report to the staff any problems they are having with any of the programs, SO 
that the situation can be remedied as soon as possible. In addition to the parents 
needing opportunities to practice their newly acquired skills, the child also needs 
as many opportunities to engage in his newly acquired socially appropriate be- 
havior in his home and community settings. 

Generally, the parents are expected to count certain behaviors for a 2-hour 
sample each day that their child is home with them. In addition, they do count 
every time-out and quiet room they give their child throughout the entire home 
visit. These counts give the staff specific data which can be compared with the 
data taken on the child at the Institute. The parents also count every trial and 
success of each in-session program they conduct with their child during the 
home visit. All of this data is discussed with the parents, compared with the data 
gathered at the Institute, and saved for future reference when problems arise. 

At the completion of parent training, the parents and significant others in- 
volved in the training sessions are generally capable of implementing all of the 
child’s behavior programs correctly. They are also capable of implementing self- 
help programs, meal manners, and some fine and gross motor programs. Some of 
the parents become very skilled in implementing the academic and language 
Programs used in the classroom setting. However, all of the families do have 3 
good understanding of what academic and language skills their child has and 
what skills he needs further assistance and training on. The parents have also 
gained some general skills in program design and program evaluations so that 
they will be more skilled in developing new programs as needed. Without excep” 
tion, the parents have become more confident in their ability to live with an 
manage the behavior problems of their psychotic or neurologically impair? 


child. They know that they can influence their child’s behavior and are not 
afraid to intervene and help him grow and develop. 
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The R ignifi 
ole of Significant Others in the Parent Training Process 


The Toj 
bias eam Ea found that although the parents are generally the key 
dealing with fhe n nii child’s life and consequently need to be highly skilled in 
and even rolly : other family members (both immediate and extended) 
Pate, munis un S e greatly influence the child’s environment. Grand- 
with. the EE k c = rothers, sisters, friends, and neighbors often interact 
family he a or him in the parents’ absence, or put pressures on the 
‘ei cee pi ow the child should be dealt with. However, they can also be a 
ild end’ ine ppo system for the family if they understand the needs of the 
Pior tora w how to interact with him. 
the hes. wine: the parent training program to include significant others in 
eaa es the project staff had several experiences which made 
Sibling begañ to he PE role played by other people. In one case, an older 
cause he began get in trouble with the law and junior high school principal be- 
sood ‘is ees acting out to get his parents’ attention. He had never fully under- 
supenhsion in problems and the need for his parents’ continual concern and 
with his ai er. He only felt rejected as his parents began spending more time 
ister and even began reinforcing her for many small things she did. He 


be; ` 
gan to feel as if he was not a part of the family system. 
d on their child’s 


In ano ; i 
ther situation, both of the parents were very well traine 
ment from the paternal 


tre 

ea a A a but they received much harass! 

visits, she ane sr lived in the neighborhood and visited frequently. During her 

Üst to ih uld intervene in the parent-child interactions by giving much affec- 
e child whenever the parents attempted to give the child a time-out. 


She al: 
so accused the parents of being cruel and ridiculed them in public. The 
enever the grandmother 


ar 
mt stopped all treatment programming whi 
for a aot e child began to regress and even required a return to the Institute 
Ina = Period of time. 
home hte the well-trained parents of a 5-year-old girl felt trapped at 
After 4 m egan to cancel all events that would require getting a babysitter. 
with their rian of staying home with the child, and having no time to socialize 
Situati tiends, the parents began to experience some personal problems. 
ions like those mentioned above greatly concerned the project staff so 


they p 
egan to look at a broader “family system” and “community systems” 
rent training programs 


appr 
Siemans the treatment process. Although many Pa 
ad alre oy only on the mother-child relationships, and the PPNIC program 
Still bake y incorporated the father into the training process, children were 
involveme problems during their home visits and after discharge because of the 
At en or lack of involvement, of other people. 
point, the project staff began looking at all the people involved in the 
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tional training needs of people besides the parents, 
Depending on the nature and extent of someone’ 


s involvement with the child, 
a specific plan was developed to ensure their positi 


Issues in Family Intervention 119 


herself joined the parent trainers in working with the family and paternal grand- 
mother. After gaining a better understanding of the programs, and after being 
included as a significant person in the child’s life, the grandmother’s attitudes 
changed greatly and she became supportive to the family. In other cases where 
grandparents have been involved with the child, lived in the same household, or 
ate responsible for child care during the parents’ absence, more extensive train- 
Ing was done. 

The involvement of community social workers, teachers, psychologists, and 

other mental health professionals in the treatment process and parent training 
Program has also been found to be a valuable asset to the child’s development 
and success. Details and examples of this kind of community involvement are 
discussed in Chapter 7. 
_ Since the additional training of family members and significant others has been 
incorporated into the parent training program, the children and families have 
received a more comprehensive treatment approach. Families have been given 
additional support systems, relief from the constant 24-hour-a-day child care, 
additional family harmony regarding the approaches in dealing with the child, 
and the involvement of many people who will be significant in the child’s future 
years, 


Additional Benefits of the PPNIC Parent Training Model 


An individual, family-oriented parent training experience, such as that provided 
by the Project for Psychotic and Neurologically Impaired Children, meets many 
needs of the parents and entire family system. The most obvious need, and main 
Purpose of the training program, is to teach the parents the specific Pra 
management programs necessary to maintain their child at home. Other re a 
Purposes include teaching the parents to identify specific problem panic as 
0k for rewards that can be used in modifying behaviors; to learn to oo 
effectiveness of a treatment program; to shape their child’s behavior by shay 7 3 
asks into small shaping steps and gradually expecting more; and to crea i aea 
om environment for the child and family. All of these goals aa ae tee 
ne tasks that can be taught and easily measured. And, indeed, they 
en the main focus of the parent training program. k" ddes 
Owever, there are vitor ole, benefits the parent nee arene will 
e aE Parents and entire family system. Some of the main Den 
Tlefly reviewed. son wth 
‘Se traiminerappioadi oF two oo an cour n of 
ca family for many months, and even years, ser ee comfortable dis- 
wa trusting relationship. Because of this, families 0 eee te 


Cussj sahil oft 
hoe their concerns and problems about their child. et staff members their 
ver had an opportunity to really discuss with experience 
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concerns about the child’s future, his adolescent years, or changes that may 
occur at the time of puberty or when the child is too large for them to physi- 
cally handle him. Although such specific questions are impossible to answer, OF 
even predict, often the family only needs an environment in which their con- 
cerns are heard and understood. 

Parents also have the opportunity to discuss rather embarrassing situations 
caused by their child in a more private and trusting relationship. Because psy- 
chotic and neurologically impaired children often engage in unique and some- 
times embarrassing behaviors, the parents have many such experiences. When a 
10-year-old boy masturbates during church, or a 9-year-old girl takes off all her 
clothes at a neighborhood park, or the notable smearing of feces occurs, parents 
are often embarrassed and ashamed of their child. However, these are not prob- 
lems a mother would typically feel comfortable discussing during an afternoon 
bridge game or a cocktail party. In fact, in the present era of parents pushing 
their children to achieve, and always comparing Johnny’s developmental mile- 
stones with the neighbor child, parents of developmentally delayed children 
often feel uncomfortable talking about their child at all. If they do discuss their 
child, the responses are often uncomfortable silences, sympathetic acknowledge 
ments, or assurances that their child will outgrow this problem and soon be aS 
normal as anyone. 
aama pst; wis wate ees hen developmental y 
can talk with about their child, their i n r ek aan 

The structure of the 2-hour training i 
which the parents are actually interactin, 


d in discussi i i a 
consequence, the parents learn a great d e aou reitel a 
abilities, and personality characteristics Th 

> € ; isti 
expectations of their child and a better y usually acquire more realistic 
child can do. 
At the time of admission, some of the famili 
P 5 į P as 5 les are e i i isis si j 
tion with their child. The child is so uncontrollable Sa a pesca 
withdrawn that the parents have often only i i PAYS disagreeatilè, 9r 


must—to attend to his physical needs and dsi oe miih the child when they 

may have become very negative and nonrewardin i = 

More realistic expectations, specific teachin i 

positive skills and attributes of the child ucla e, n discussions of the 

proach to their child. They often begin seeing all the ES in the parents’ ap- 

rather than dwelling on his disruptive behaviors. 88 their child can do 
The parent training program that teaches specific 


how to's” rather than just 
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theoretical explanations also gives the parents specific methods of dealing with 
inappropriate, disruptive behaviors. Often the parents have read extensively 
about child development and methods of handling problem behaviors and have 
tried the generally recommended methods of dealing with them. When these 
approaches have failed, parents have tried, and tried, and tried different methods 
of dealing with their child. The parents can lose confidence in themselves as par- 
ents, or argue with each other as to disciplinary techniques, and often are told 
by everyone in their family and neighborhood the specific things they are doing 
Wrong with their child. Teaching the parents specific ways of interacting with 
their child can help to eliminate some of these problems and frustrations. Some 
families have been delighted because someone told them exactly what to do with 
their child. In some cases, marital discord has lessened because the parents tend 
to argue less about specific methods of discipline and instead have a new goal of 
Working together and learning a new and consistent method of dealing with their 
child. In some cases, family discord has lessened. Older siblings, aunts, uncles, 
and grandparents know that the project staff have recommended specific ways of 
dealing with the child and consequently tend to complain and argue less. 
In nearly all case, the parents and other family members become very confi- 
dent in their ability to handle their child and his problem behaviors. The parents 
ave tried some new ways of interacting with their child, have been given much 
Support and encouragement from the project staff, and have seen the changes in 
their child’s behavior. As they see that they can influence their child’s behavior, 
teach him new skills, and control his disruptive behavior, they begin to gain 
Confidence in themselves as parents. i 
his confidence has many positive ramifications for the parents and family 
members, The parents begin to take their child to grocery stores, shopping cen- 
ters, Testaurants, and family gatherings, rather than always making arrangements 
Or someone to stay home. The parents feel more comfortable when questioned 
about their child’s behaviors and their methods of dealing with them. They begin 
to feel as if they are experts regarding their child, and it shows in their ease and 
Comfort with their child. = 
Such confidence also helps the parents become real advocates for their child. 
arents begin questioning school teachers, psychologists, social workers, and 
Administrators regarding why certain recommendations are made for their child. 
ften the parents recommend to the school personnel how they think a behavior 
Should be dealt with, what kind of baseline should be collected, and what the 
Specifics of the treatment program should be. Some of the parents have pre- 
Sented data and concrete examples of their child’s needs to school board mem- 
bers in order to get the services they needed. 
This confidence and advocacy acquired by the parents is one of the major 
family involvement goals of the project. Because the project adheres to the be- 
liefs that the child is the ultimate responsibility of the family and that agencies 
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can only be catalysts to the family system, that the “special” child will need 
advocates throughout his life, and that agency personnel are only temporary 
people in the child’s life, the project strives to make child therapists, child advo- 


cates, and child specialists of all the family members significant in the child’s 
life. 


RESEARCH ON PARENT TRAINING EFFECTIVENESS 


Because the investment of staff time and energy is so great and significant for 
each child and family admitted to the PPNIC, and because it is essential to know 
whether the procedures have immediate as well as long-term value, the project 
undertook an extensive research study to assess its effectiveness in adapting and 


modifying parent-child interactions. The following describes the technical as- 
pects as well as the outcome of that study and begins with a brief literature 
review. 


The utilization of parents as behavior therapists for their own children has 
several main advantages. First, there are many more children in need of care 
than there are professionals to treat them (Hawkins, 1972; Walder et al., 1971). 
Secondly, behaviorally oriented parent training directly deals with the parent- 
child interaction style and thus May circumvent many of the problems involved 
with traditional child Psychotherapy (Berkowitz and Graziano, 1972). Thirdly, 
recent research indicates that behavior may best be modified and maintained if 
done in the natural environment, and if done by those who live in the child’s 


environment and are responsible for providi iti i ies (Berko- 
: a ng positive contingencies (Ber 
witz and Graziano, 1972). į Ep 8 ( 


Parent training pro 


s behavior (Hanf, 1969; Johnson and Brown, 1969; Kozloff, 
Peed et al., 


i 1977; Wahler, 1973; Walder et al., 1971)- 

Owever, studies have reported evidence for the need to pro- 

sing thy generalization and maintenance of behavior changes across varying 

me : Ovaas et al., 1973; Tharp and Wetzel, 1969; Wahler, 1969). Their 

changes ance Hist th order for generalization and durability of behavior 
> It was : à eae ; i 

across settings. necessary to establish highly similar contingencies 
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ilies both on the ward and in the home. Additionally, the PPNIC training pro- 
gram utilizes a combination of training approaches including didactic instruc- 
tion, modeling, role playing, and direct parent-child practice. 

However, there were several key differences in the PPNIC training program. 
First, during the inpatient phase of treatment, the children go on weekly or bi- 
weekly weekend home visits. This provides the parents with many in vivo prac- 
tice sessions with the newly acquired treatment techniques prior to the child’s 
discharge. In addition, the parents collect data indexing the child’s behavior 
during the home visit. Based on these data, adjustments can be made in the 
training process to meet the special needs of each family. Secondly, the parent 
training is conducted concurrently with the child’s inpatient treatment. This 
allows the child’s treatment program to be adjusted to meet the learning needs 
of the individual parents. The child’s treatment program is geared to the train- 
ing program so that a child did not begin treatment for additional behavior 
Problems until the parents were able to successfully implement the treatment 
techniques for all previously implemented behavioral problems. 


Method 


Subjects. The subjects were 11 sets of parents and their children who were 
Mpatients on PPNIC. 

Parent characteristics, Table 5-1 describes the demographic characteristics of 
ie parents, including age, socioeconomic status, education, and other family 
members, 
f As Table 5-1 indicates, the parents varied widely in regard to demographic 
actors, Age ranged from 27 to 57 years, with a mean age of 37 years. Eleven 
Percent earned over $10,000 per year, 22% reported income in the $10,000 
range, while 76% reported income of less than $10,000 per year. Fifty percent 
or all Parents received high school diplomas, 33% received advanced education, 
While the remaining 17% achieved education between the eighth and 11th grade 
Feige In 44% of the families the child in treatment had two siblings, 22% had 
al siblings, and families with one, three, and four siblings were divided equally 

ith 11% each, All 22 parents were Caucasian. 


Chila characteristics. Table 5-2 summarizes the major descriptive characteris- 


t study, including age on 
nt data. As indicated in 


grees of no 
Neris; 
diag 


ncompliance, aggressiveness, te 
ne Or self-stimulatory type behavior. 
Osed, many with a label of autistic or ¢ 
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7 . 5 r ga; 
Table 5-1. Parent characteristics, including age, socioeconomic status, edu 
tion, and number of sibs of the family who participated in the present study. 


2 Number 
Age Education of 
Famil ibli 
NEA Mother Father Income Mother Father Siblings 
1 28 29 5,000- High High 5 
7,999 School School 
2 51 57 10,000- High College 2 
12,999 School 
3 38 42 10,000- High Voc. 4 
12,999 School Tech. 
4 30 31 8,000- College High 3 
9,999 School 
5 30 31 8,000- College High 3 
9,000 School 
6 28 30 5,000- High High 2 
7,999 School School 
7 32 34 8,000- High Eighth 1 
9,999 School Grade 
8 35 37 5,000- College Graduate 0 
7,999 Degree 
9 27 33 5,000- High High 1 
7,999 School School 
10 46 52 8,000- Tenth Eighth 5 
9,999 Grade Grade 
n 21 27 10,000- Voc, Voc, 1 
12,999 Tech. Tech. 


Severe communication diffi 
Autistic Children’s definiti 

Noncompliance was described as failure by the child to respond to a staff or 
parent issued instruction within 5 


culties and dela 


ys and met the National Society for 
on of autism, 


when not physically hurt. Each episode of 
counted once. All temper tantrum activity m 
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Table 5-2. Child characteristics, including age on admission, sex, and pre- 
treatment behavior management data. 


In Home Pretreatment 
Behavior Management Data 


Age on Temper Bizarre 

Subject Admission Sex Compliance Agaress. Tantrum Manner 
1 8 M 19% 18/hr. 2/hr. 171/hr. 
2 10 M 40% 1hr. 1 /hr. 27/hr. 
3 7 F 18% 2/hr. 3/hr. 66/hr. 
4 8 M 34% 2/hr. 6/hr. 64/hr. 
S 6 M 51% 4lhr. 6/hr.  232/hr. 
6 6 F 35% 9/hr. 29/hr. 16/hr. 
4 8 M 55% 25/hr. 9/hr. 38/hr. 
8 11 M 31% 5/hr. 9/hr. 98/hr. 
° 5 M 19% 3/hr. 9/hr. 7/hr. 
10 10 F 28% 21/hr. 22/hr. 127/hr. 
x 5 M 61% 32/hr. 10/hr. 96/hr. 


5 seconds before another episode of temper tantrum behavior was recorded. 

aana mannerisms were defined as self-stimulatory type behavior and in- 

object such behaviors as body rocking, hand flapping, tapping, and hands or 

hae i in or on orifices. Bizarre mannerisms were counted separately except 

heads entical mannerisms must have been separated by two S-second intervals, 
ifferent intervening mannerism, before being counted again. 


Procedure 


ifuattions treatment program. The inpatient treatment program utilized a be- 
that, v approach consisting of a two-part design. First, the children are posi- 
ne en for socially appropriate behaviors. The compliance program 
Di s an example of the manner in which positive reinforcement is used. 
Pai requiring a motoric response is given to the child. Following 
ied ee the child is heavily reinforced with physical reinforcement and 
nice rng which specifically labels the appropriate behavior, such as “that’s 
ma or “good standing up.” Additionally , whenever a child is observed 
to bo = in appropriate behavior, such as sitting quietly ina chair as opposed 
edible ee he is spontaneously rewarded with verbal, physical, and/or 
einforcement. Secondly, contingent upon the emission of inappropriate 
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behaviors, such as noncompliance or aggressions, the child receives an imme- 
diate time-out which involves a brief removal from the positive environment. 

Time-out, as used on PPNIC, consists of requiring the child to sit on the floor 
away from reinforcing stimulation for a 1-minute period. The time-out pro- 
gram contains a shaping procedure which limits the child’s overt behaviors by 
gradually increasing the behavioral demands placed upon the child during the 
time-out process. Failure to adhere to the shaping step requirements results in 
the child’s being placed in a phone booth sized room, called a quiet room, for a 
2-minute duration. 

In addition to the programming designed to deal with excess behaviors, such 
as noncompliance, aggressions, temper tantrums, and bizarre mannerisms, each 
child received daily 30-minute sessions of one-to-one therapy for special skill 
development in each of the areas of Occupational therapy, language, and self- 
help skills. Additionally, the children received 18 hours of academic program- 
ming per week. The special skills development was achieved via prompting, 
shaping, and modeling techniques. 

Parent training program. Upon admitting their child to the project, the par- 
ents entered into contractual agreement which specified the involvement and 
responsibilities of both the parents and the staff regarding the parent training 
Process. Similar to the procedure used by Walder et al. (1972), a contract was 
established in order to increase control over the parents’ behaviors. Continued 


a for the child, as well as training for the parents, was contingent upon 
adherence to the terms of the contract which involved a commitment by the 
parents of 32 to 36 hours, during which 


they recei i inten- 
Sive training. ‘ ee 
Parent trainers. The trainin 


on an “every other week” b 
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“On ward” training. “On ward” training sessions were 2 hours in duration. The 
first hour began with a review of the child’s progress at the Institute followed by 
training of the new treatment program. Training was conducted through direct 
instructional procedures and modeling of the new program through staff role 
plays, followed by parent practice through parent-staff role plays. The treatment 
Programs were organized in terms of concise procedures which operationalized 
the process for behavior identification and recording, and specified the treat- 
ment intervention to be utilized. They incorporated the major components of 
learning theory and constituted the bulk of the written instructional material 
Submitted to the parents for their understanding. 

The second hour was designed to provide the parents with an opportunity to 
Practice the newly acquired treatment program directly with their child. Each 
Parent worked with the child for 20 minutes and received immediate feedback 
from a parent trainer, while the other parent observed from an observation room 
and practiced recording behavioral data with immediate feedback from the 
Second parent trainer. The second hour contained an assessment phase which 
Was utilized on training sessions where a new treatment program was not pre- 
Sented due to the pace of the child’s inpatient treatment. The assessment phase 
jj designed to assess the parents’ ability to implement the treatment programs. 

‘In home” training. “In home” training sessions, like “on ward” sessions, were 
2 hours in duration, The “in home” training sessions followed either a training 
Procedure or assessment procedure. For sessions where a treatment program was 
slated for training, the “in home” session utilized a training procedure which 
followed the same format as the “on ward” session: (1) review of the child’s 
jii Progress, (2) training of the new treatment procedure using the same tech- 
niques as used for “on ward” training, and (3) parent-child practice with imme- 
diate feedback from the parent trainers. An assessment procedure was used for 
Parent training sessions when it was not necessary to train a new treatment pro- 
ag This session was designed as a parent-child evaluation period ‘nea 

e following format: (1) review of the child’s ward progress, (2)a 


assessment period, and (3) a feedback period. Prior to the 45 minute period, the 
trainers instr heir daily routine, and to treat the 


child? ucted the parents to go about t Í 
ild’s behaviors as they had been trained to do. Following the 45-minute assess- 
aa aining was con- 


Period, the data were discussed with the parents, and retr 
Ucted in the time remaining depending upon the need as indicated by the data. 
ot reliability and data recording. Beginning with the first “on ward — 
he Session, the parents spent a portion of each session counting and recording 
— behavior data. Initially, in teaching the counting procedure, the parent 
Ner cued the parent as to which behaviors to record. Once the parent learned 
€ counting procedure, reliability was assessed by having the parent and parent 


trai i 7 
Taner count and record data separately. At the end of the observation period, 


= á ildren 
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ts were ed ived i i and re- 
the counts were compared and the parent received immediate feedback 

e Pi 

trainir ng where necessary. 


inappropriate behavior(s) emitted by the child. The same data sampling proce- 
dures and definiti 


periods. The first period, lasting 45 min- 

-child interactions during an unstructured 
mily went about their usual daily activities, 
meal. The unstructured period was followed 
by a structured sample period during which time the parents and child engaged 
in certain predetermined activities where an insufficient number of interactions 
occurred. There were, for example, i 


> Instances where less than five interactions 
of unstructured time. Thus, the structured sample 


ample the parent. 
his period the fa 
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nist a a to increase the frequency of interactions and thereby make 
Pi se hep aang dimension. Data collected for the compliance 
olane ta ed information as to the style and quality of the parent-child 
i oe process. The data "was designed to assess the following 
initiated b ie (1) parental initiation style (ie. type of command 
caer a parent); (2) child replication (ie., ( child reply to the initial 
child’s re 4 = (3) parent response style (Ze., type of response made to the 
Pares ba yio the initial command). 
dian ee pa style. The interaction process was initiated by the parent 
a oi o directed at the child. All appropriate commands were 
veiba mesed he capital letter C. Appropriate commands were defined as any 
which were A those in the form of a bribe, threat, request, or prompt, 
mosGiiccces ated in a directive manner, and which required the child to make a 
fe ponse. 
hate aie ie commands were defined as commands which reinforced inappro- 
the child ma ae (bribes, threats), commands which were stated such that 
commands j y lave had difficulty understanding the expectations (requests), or 
had ane n which the parents completed the task for the child before the child 
Stine vt eae to comply (prompts). The definitions for the four classifica- 
ppropriate commands were as follows: 
Ms ie commands: commands in which the parents encouraged a response 
=i promising a reward. 
Pai commands: commands in which negative con 
Io g stated in order to get compliance. ; i 
th pt commands: involved physical assistance 1n which the parent helped 
e child complete the task. The prompt must have been on the order of 
manual guidance by the parent and was always paired with the verbal 
message, 


aan commands: those commands i 
Sire rather than telling him to. Th 
sin s clearly had no intention of giving th 

mand as a request out of force of habit. 


2, 
sequences of a behav- 


n which the parent asked the child 
ese were commands where the 
e child a choice but phrased the 


Chil ate 
_~ild replication. The child’s reply to the parent’s command was coded as 


ei 

he (+) or failure (-). Compliance success was scored whenever the 

Pen ie cn to comply within 5 seconds of the initial command. In addition, de- 

had to » pon the shaping step requirement of the compliance program, the child 
omplete the task and remain compliant for specified time periods where 


appropri 
Priate to do so. Compliance failure was recorded whenever the child did 
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not begin to respond within 5 seconds of the command or did not meet the re- 
quirements of any additional shaping steps. a 
Parent response style. The parent responses to the child’s compliance or n 


P ; saris 
compliance were grouped into five response style classifications. The definition: 
are as follows: 


. Reinforcement: Reinforcement was classified as verbal, physical, and tan- 
gible. Verbal reinforcement was defined as any psoitive remark made to the 
child regarding his behavior. Physical reinforcement consisted of physical 
contacts such as hugs, kisses, and pats, which demonstrated affection oF 
approval. Tangible reinforcement consisted of food rewards and toys. 
Repeat commands: A repeat command was a command given by the same 
parent within S seconds after the previous command. Repeat commands, or 
repeats, included: (a) verbatum repetition of the original command; (b) the 
original content stated in another form; (c) a completely different com- 
mand; and (d) the child’s name called to get the child to comply. 
3. Time-out: Time-out was the removal of the child from his immediate en- 
vironment to one in which there were fewer or no reinforcing stimuli. 
- Ignore: Ignore, also called no response, was recorded when the parent 
observed a behavior, either appropriate or inappropriate, but failed to deal 
ts occurrence. 


Results 


The data samples for both the children and parents were obtained before treat: 
ment, at the time of the child’s discharge, and 12 months following the child’s 
discharge. All data were gathered in the child’s home with the child and both 
Parents present. 


tive and/or abusive behaviors directed 


išteä at someone else, = 
Onsisted of disruptive and o: i iors directed a 
oneself or an object. Bi ‘ /or abusive behaviors 


COMPLIANCE 
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Figu r 
gure S-1a. The childrens compliance in the home prior to treatment w 
rents’ post 


to the pa > wa 
fans Parents’ pre-training phase, at discharge which corresponded to the pa 
ng phase, and at 12 month follow up (sample period). 
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Figure 5-1c. The childrens temper tantrums in the home prior to treatment which 
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Table 5-3. Analysis of variance—child behaviors. 


Level Of 
Behavior Dimension F Value Significance 
Compliance 35.5 01" 
Aggressiveness 4.13 0s? 
Temper tantrums 5.1 0s 
Bizarre mannerisms 5.9 01" 
a 
F cri z 
onta 90) 5.85 
F cri 7 
celts oggy 3:49 


cts for all four categories with 
d bizarre mannerisms, and .05 
dren showed significant over- 


t! n m 5 

aS Eien s behaviors, indicating main effe 

ts ability levels exceeding .01 for compliance an 
T temper tantrums and aggressions. Thus, the chil 


all i 2 
i mprovement for each behavior sampled. 
n order to assess when the major changes occurred, i.e., between baseline and 


ala discharge and follow-up, Or whether any deteriorization occurred 
rere discharge and follow-up, Newman-Keuls (Winer, 1973) comparisons 
a ae computed among the three sampling periods for each of the four behavioral 
ategories. The results of the Newman-Keuls comparisons with indications of 


le Par À 
vel of significance and difference between means for each sample period com- 


parison are presented in Table 5-4. Inspection of the data reveals that the com- 
differences were established 


a resulted in the following trend: significant : i 
follow. baseline and discharge levels of behavior, and between base D an 
eluded a levels, but not between discharge and follow-up. Thus, it can n 
char that the significant improvement occurred between baseline an lis- 
was “4 which was further maintained in the community. Aggressive behavior 
e only dimension departing from this trend in that there was no signifi- 


Table 5-4, Newman-Keuls sampling period comparisons—child behavior. 


p Discharge vs. Follow-up 


Baseline vs. Discharge Baseline vs- Follow-u 
Difference Difference Difference 
Behayj Level of Between Level of Between Level of Between 
‘oral Dimension Signif. Means Signif. Means Signif. Means 
C . 
ica 01 51% 01 51% ns 6% 
Ay i : J 
a os T/hour ns 7.5fhour ns .5/hour 
te wae 05 5.4/hour 05 6.A/hour ns 1.3/hour 
1: si 
Se mannerisms 01 58.5/hour 01 54.1/hour ns 4.4/hour 
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cance between the baseline and follow-up periods. However, the follow-up rate 
resulted in a decrease which was in the desired direction, 

The parents’ behaviors were assessed i 
haviors, and were divided into a dimensi 


mannerisms, and spontaneous reinforcement. 


The compliance dimension included five assessment areas: reinforcement, 


ignore, repeat commands, time-out, and miscellaneous behaviors. (A definition 


for each area appears in the methodology section.) The results of the compliance 
dimension are Presented in Figure 5-2, 


The behavioral treatment dimensi 


Percent Reinforcement 


Figure 5-2a. The Parents’ be 
child’s compliance, or 


REPEAT COMMANDS 
100 


90 


Percent Repeat Commands 
ao 
i=} 


20 


10 


Pre-Training Post Training 12 Month Follow up 


PARENT BEHAVIORS—COMPLIANCE DIMENSION 
in the home in response to the 


Figu 
gure 5-2b. The parents’ behavioral interaction patterns 
at the end of training and at 12 


child’ i i 
ae Compliance, or non-compliance, Prior to training, 
follow up (sample periods). 


IGNORE 


Percent Ignore 
oa 
(=) 
T 


20 F 


10 


Post Training 12 Month Follow up 


S—COMPLIANCE DIMENSION 


in the home in response to the 
at the end of training and at 12 


Pre-Training 

Fi PARENT BEHAVIOR: 
Mure 5. 
child’. 
mon 


s — The parents’ behavioral interaction patterns 
th ie or non-compliance, Prior to training, 
Ow up (sample periods). 


TIME-OUT 


100 


Percent Time-Out 
o 
° 


20 


10 


12 Month Follow up 
E DIMENSION 


child’s compliance, or non-co; training, at the end of training and at 12 
month follow up (sample periods), 


MISCELLANEOUS 
100 ~ 


90 
80 
70h 
sob 
sob 
40h 


30 = 


Percent Miscellaneous 


SPONTANEOUS REINFORCEMENT 


10r 
gk 
8} 
= ge 
z 
E 
ce 6b 
3 
2 
E 5} 
8 
S aL 
N 
5 
E al 
S 
u 
2} 
1} 


Pre-Training Post Training 12 Month Follow up 


PARENT BEHAVIORS-BEHAVIORAL TREATMENT DIMENSION 


tterns in the home in response 


Figure 
S- ` P P è 

3a. The parents’ behavioral treatment interaction pa 
(Spontaneous reinforcement), 


to the child’ aagi 
Prior A S emission of certain inappropriate behaviors, 
aining, at the end of training and at 12 month follow up (sample periods). 


100 TIME-OUTS FOR AGGRESSIONS 


"i 


80} 


70 [ 
60 


Percent T.O. for Aggressions 
oa 
o 
T 


Pre-Training Post Training 12 Month Follow up 
PARENT BEHAVIORS-BEHAVIORAL TREATMENT DIMENSION 


Figu 
Te 5-3 g , 
to the chi b. The parents’ behavioral treatment interaction patterns in the home in response 


child?s poi à emission of certain inappropriate behaviors, as well as their response to the 
Month fo emission of those behaviors, prior to training, at the end of training, and at 12 
OW up (sample periods). 


TIME-OUTS FOR TEMPER TRANTRUMS 


100 


Percent T.O. for Temper Tantrums 
a 
° 


Pre-Training Post Training 


12 Month Follow up 
PARENT BEHAVIORS—BEHAVIORAL TREA 


TMENT DIMENSION 


100 — TIME-OUTS FOR BIZARRE MANNERISMS 


90 


Percent T.O. for Bizarre Mannerisms 


Hora =a 
re-Training Post Training 12 Month Follow up 


HAVIORAL TREATMENT DIMENSION 


month follow up (sample periods.) 


Issues in Family Intervention 139 


Table 5-5. Analysis of variance—parent dimensions. 


Level Of 
Compliance Dimension F Value Significance 
Reinforcement 124 uF 
Repeat commands 11.4 es 
Ignore 12.0 oi 
Time-out 82 = 
Miscellaneous 22 es 
Level Of 
Behavior Treatment Dim. F Value Slamirieabes 
Time-out: aggression ae = 
Time-out: temper tantrums G18 a 
Time-out: Bizarre mannerisms 1.7 i 
Spontaneous reinforcement 8.2 = 
a 
F crit. = 
by (2,20) 5.85 
crit, = 
(2,20) 3.49 


for the compliance dimension categories of reinforcement, repeated commands, 


Ignore, time-out, and for the behavioral treatment dimension category of temper 
tantrums, while the behavioral treatment category of aggressions was significant 
at the .05 level. No significance was found for the compliance dimension cate- 
gory of miscellaneous behaviors, or for the behavior treatment dimension cate- 
sory of bizarre mannerisms. ; 

s Newman-Keuls comparisons were also computed regarding the parental dimen- 
sions. The results are presented in Table 5-4. Computation across sampling 
Periods revealed a trend similar to that presented by the childrens’ data. Again, 
with the exception of the compliance dimension category of miscellaneous 
behaviors, and the behavioral treatment dimension category of bizarre manner- 
isms, comparison of baseline (pretraining), discharge (posttraining), and 12- 
month follow-up indicated that significance was gained between the baseline 
aug) discharge, and the baseline and follow-up sampling periods, while the com- 
Parison between the discharge and follow-up sampling periods demonstrated no 
Significance. The time-out category deviated slightly from this trend in that it 
Showed continued significant improvement from posttraining to follow-up rather 
than just maintenance of the posttraining level as was the case with the other 


Categories, 
The spontaneous reinforcement category showed significant improvement 
te of spontaneous reinforce- 


fr oe 
Om pretraining to posttraining. However, the rai 
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Table 5-6. Newman-Keuls sampling period comparisons—parent dimensions. 


Baseline vs. Discharge Baseline vs, Follow-up Discharge vs. Follow-up 


Difference Difference Difference 
Compliance Level of Between Level of Between Level of Between 
Dimension Signif. Means Signif. Means Signif. Means 
Reinforcement 01 27% .05 30% ns 3% 
of 
No response -01 20% -01 23% ns 3% 
% 
Repeat commands 01 27% 01 26% ns 1% 
Time-out 01 24% 01 57% 01 33% 
o 
Miscellaneous ns 1% ns 6% ns 1% 
Difference Difference Difference 
Behavior Level of Between Level of Between Level of Between 
Treatment Dim.  Signif. Means Signif. Means Signif. Means 
Time-out: Aggression -05 38% ns 40% ns 3% 
Time-out: m 
Temper tantrums -05 48% -05 45% ns 3% 
Time-out: 
Bizarre mannerisms ns 9% ns 6% ns 3% 
Spontaneous 
reinforcement -01 9/hour ns 3/hour -05 6/hour 


comparisons, 


Discussion 


Issues in Family Intervention as 


procedures were utilized to accomplish that goal. First, the parents were taught 
to use the same treatment techniques in the home as were used by staff in the 
inpatient treatment phase, thus replicating the procedure used by Wolf et al. 
(1964). Secondly, the child’s treatment program, because of the controlled in- 
patient program, could be adjusted to meet the learning needs of each family. If 
the parents encountered difficulty with a particular procedure, then treatment 
for a new child behavior was not introduced until the parents demonstrated that 
they understood all previously learned techniques. This procedure circumvented 
the problem of having a child treated for a particular problem at the Institute 
While not being treated for that behavior at home during weekend visits. Thirdly, 
similar to the procedure of Wolf et al. (1964), weekly weekend home visits were 
scheduled for the purpose of promoting generalization of the child’s newly 
acquired behaviors and the parents’ application of treatment techniques from 
the Institute to the home. The home visits provided much in vivo practice trials 
with the newly acquired behaviors and treatment techniques in the home setting. 
Finally, the model included an “in home” training phase in addition to the “on 
ward” training phase. While the “on ward” phase was designed to provide a gon: 
trolled environment in which parent learning could be facilitated, the “in home 
phase was designed to aid generalization of treatment techniques and child be- 
haviors from the Institute to the home. 

The results of the parent and child data clearly indicate that the procedures 
used in the present model were effective in establishing generalization of child 
behaviors and parent application of treatment techniques in the home. 

As for the issue of durability of child behaviors and parent implementation of 
treatment procedures, the results of the 1-year follow-up indicate that the par- 
ents continued to implement the treatment techniques and that the behavioral 
gains made by the children during inpatient treatment were being maintained. A 


comparative analysis of the components in the model was not done. Therefore, 


it is not possible to specify which of the components were essential in maintain- 


ing the parents’ use of the treatment techniques and the child’s behavior after 


PPNIC involvement terminated. However, it is reasonable to speculate that the 
anagement tech- 


treatment techniques learned by the parents were effective m ; 
niques; thus they continued to implement them. It is also clear that the inter- 
fering behaviors had been reduced, and their replacement with appropriate 
Pro-social skills made families more positive in their interactional pattern. 


Summary 


This chapter has attempted to describe in a succession manner the many issues 
invol 


ved in the training of parents, siblings, family members, and other signifi- 
cant persons in the child’s life as therapists. A model for training was presented, 
emphasizing the need for individualizing programs for parents to obtain maxi- 
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mum benefits. In addition, the side effect of such intensity training often led to 
the parents developing a more assertive role in advocacy for their child at the 
community level. The chapter closed with a 1-year follow-up assessing the ef- 
fectiveness of the model in terms of the generalization and maintenance of the 
child’s problem behavior. This research clearly supports the model as an effec- 
tive system for facilitating child generalized behaviors. It is clear from this re- 
search that one extremely important component for maintaining psychotic and 
neurologically impaired children in their home community is extensive parent 
training. 


6 
Issues in School Intervention 


Several authors of articles discussing the treatment of autisticlike children refer 
to the importance of generalization of the treatment effects from one environ- 
Ment to another (Steyens-Long and Lovaas, 1974; and Rincover and Koegel, 
1975). Rincover and Koegel noted that the transfer of treatment gains across 
Settings was not consistent. Their assessment was actually in an environment of 
relatively minor change—maintaining a behavior from a treatment room to a 
novel setting. They noted that all the children who failed to generalize did so 
after the stimulus that was functional during training was identified and intro- 
duced into the extratherapy setting. This reminds one of the extreme selective 
responding and bizarre stimulus control often noted in autisticlike children. 
Similarly, Baer et al. (1968) and Stevens-Long and Lovaas (1974) present a 
Position that measurement of change during treatment must include stimulus 
generalization or the degree to which an established behavior is maintained out- 
side of the treatment environment. They also note that generalization over time 
is of extreme importance. Eventually, the authors of this book have developed 
Similar attitudes from extensive trial and error experiences with returning autis- 
ticlike children to their home communities. Realizing that the generalization of 
behavior change is quite poor for such children, the project focuses heavily on 
replicating, in a modified fashion, the treatment environment found effective at 
the Institute and adapting it to the home and school. The previous chapter de- 
Scribed in detail the process of generalizing that treatment into the home through 
extensive and frequent home visits with thorough training to the parents and 
family support systems. Likewise, a similar model has been developed to provide 
elaborate training on behavior management techniques to the public school 
System, each system being trained individually on the special programs of the 
child returning to the classroom. Since most children come into the residential 
section of the PPNIC because of serious unmanageable behaviors, this continued 
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control is typically of the utmost importance in maintaining a child outside of 
the Institute and is a priority in training. Good child management allows for the 
teacher to then focus on the appropriate academic tasks a child might learn. 

Interestingly, there has been little published on this issue of generalization 
from a residential environment to home communities. This may be due to the 
fact that frequently, once a child is institutionalized, our social system lacks a 
support system and/or the motivation to tackle treating such children in the 
community. One can certainly compliment the efforts of several public school 
systems which have special programs to facilitate local programming for such 
children, such as Project TEACH in North Carolina and the superb classroom 
facilities including extensive parent involvement in the Milwaukee, Wisconsin 
public schools. Unfortunately, such projects are the exception rather than the 
tule. More often, it is easier for a public school system to recommend residential 
placement than develop the high cost programs necessary for maintenance in 
local communities. This may be further supported by social service agencies OF 
mental health boards who prefer to pay the high cost of residential placement 
rather than deal with or attempt to deal with a support system for a family that 
they, in fact, may know little about treating. The case for integrating autistic 
children into the public schools, after brief remediation in a residential center 
for behavior control and self management as well as extensive remedial training 
in the preacademic and pro-social behavioral area, is somewhat similar to the 
problem of hearing impaired or deaf children. Most often, because a community 
may lack the special expertise necessary to educate a deaf child, he is placed in a 
residential center and not returned until young adulthood, when the social adap- 
tation becomes much more difficult for that person. One can hardly question 
that the intensity of training may be better in a school for the deaf, but can’t 
these children also benefit from the normalizing effect of family and community 
life? The authors of this book feel that the time has come for communities to 
learn to adapt to the differences among their citizens, including deaf and autis- 
ticlike children. The PPNIC therefore began an extensive effort to provide a 
school support system to families whose children were returning to their home 
communities. 

As mentioned previously, a central aim of the PPNIC at the Mendota Mental 
Health Institute (MMHI) is to provide an environment of growth and positive 
rehabilitative opportunities for psychotic children through both a short-term 
inpatient treatment unit as well as an outpatient consultation and training 
model. One of the major services provided by the project is a specialized pro- 
gram which trains teachers in rural communities on the management of severely 
disturbed children. f ; 

The primary focus of the Community Teacher Training Project developed out 
of a realization that many children residing in rural areas of Wisconsin were not 
being programmed successfully at the community level. Frequently these chil- 
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dren ended up in state or private institutions for extended residential treatment. 
The PPNIC was developed in 1972 to retum such children to their home com- 
munities and to prevent long-term institutional care. Parents were well trained 
on management as well as educational procedures for their children. In spite of 
the parents’ extensive training, certain children were failing in their school 
placements and were being referred for residential care. It was felt that a good 
number of these failures reflected inadequate skills and training on the part of 
often well-intended teachers, rather than the child’s inability to be programmed 
for at the community level. Most special educators are simply not trained or 
experienced with such severely disturbed children. In 1974, in an effort to pro- 
vide each child with the greatest probability of success, an extensive Community 
Teacher Training Project was developed and established as part of the regular 
transitioning process for children who had been receiving treatment at the 
PPNIC. Also, this training program became available to any school system in 
the state where there was an interest in preventing institutionalization of young 
Psychotic children, Thus the Community Teacher Training Project has two 
focuses: (1) providing training to all community teachers who receive former 
inpatients from the PPNIC and (2) consultation and training to any teachers or 
School systems requesting assistance on either a case-by-case model or a general 
Program consultation model. ; 

In the past 2 years, 25 children have been transitioned into community class- 
rooms after receiving inpatient treatment on the PPNIC, and another 26 chil- 
dren were serviced through case consultation and training in the community 
with no inpatient treatment utilized. Figures 6-1 and 6-2 illustrate the geo- 
graphic location of these training areas respectively. In general, the training 
Program applies for both groups of children, although there is generally more 
flexibility in designing the training for the consultation cases. For those children 
treated on an inpatient basis, the community special education program director 
is involved along with relevant staff at regular meetings so that he/she is always 
aware of current progress the child is making. Discharge planning generally be- 
gins with the school after 3 months of treatment although the average length of 
stay for children is around 8 months. A reciprocal contract is established with 
the local school with the training of the community teacher beginning about 1 
month prior to discharge. This process has been diagrammed in Figure 6-3 to 
better illustrate the procedure. 

The formal transitioning process is divided into two phases. The first phase 
involves a 2-day workshop conducted at PPNIC. The training workshop is sepa- 
tated into five parts including an orientation to treatment approaches and phi- 
losophy, a description of the child’s referral behaviors and treatment goals, a 
behavior management training session, a review of the child’s preacademic pro- 
gramming, and a presentation of the child’s current academic, language, and self- 
help skill programming. 


146 Treatment of Psychotic and Neurologically Impaired Children 


Number of 

Counties Transitioned 
Served Children 
Columbia 1 
Dane 6 

Eau Claire 2 
Green 1 
Juneau 2 
Marquette 1 
Milwaukee 3 
Ozaukee 1 
Racine 2 
Rock 2 
Sheboygan 1 
Taylor 1 
Washington 1 


Total Number of 
Transitioned Children: 25 


Figure 6-1. Communities served with teacher tr. 


aining project (25 i i to 
their homes). (25 inpatients returned 


Orientation includes a tour of the PPNIC in 
child’s daily routine. General behavioral tech 
cussed. The basic areas covered include the t 
the style of the time-out program, the topography of various inappropriate social 
behaviors (ie., aggressions, temper tantrums, and bizarre mannerisms), and the 
data collection-evaluation system as it applies to consistent treatment. > 

The workshop continues with a discussion of the child’s referral behaviors. 


patient unit and a review of the 
niques used on the unit are dis- 
ypes and usage of reinforcement, 
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Number of 
Communi ty 
Counties Case Nese 
Served Consulta 
Columbia 1 
Dane 3 
Fond Du Lac 1 
Green 2 
Towa 2 
Jefferson 1 
uneau 1 
i Twaukee 1 
neida 1 2 
Ozaukee PE 
Racine 1 A ee 26 
Rock 4 Case Consu 
Sauk 3 
Sheboygan 1 
ernon 1 
Vilas 1 
Waukesha 2 


i munity 
Fy tpatient com 
ss ect (26 ou 
d with teacher training proj 
bi a 
Figure 6-2, Communities servi 
Case Consultations). 
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: A and progress is 
treatment data is provided d specific treatment goals 
parien E iP ite behavioral programs an TA 
brief explanation o unity teacher to 
ining the comm NIHe- Dro- 
Presented. involves training eral training pr 
i orkshop in . The gen 
The major part iof ne treatment yes ehea kreni program, the use 
plement aes ae description of each 
cedure used includes 
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SCHOOL TRANSITIONING MODEL 


Mendota Mental 
Health Institute 


PPNIC 


Initial Communication Community 


School 


Training 
Workshop 
at 
PPNIC 


Community 
Special 
Educator 


Transitioning 
Teacher 


PRIOR TO DISCHARGE 


FOLLOWING DISCHARGE 


In Community 
School: Data 


Community 
Transitioning Collection Special 
Teacher Educator 


Open feedback channel between transitioning 


teacher and community teacher for clinical feedback, 
ongoing teaching, suggestions, etc. 


Data Analysis 
PPNIC 


Figure 6-3. Diagram of the interactional system between PPNIC and community schools. 


of teacher/staff role play sessions, and delivery of specific feedback on the 
teacher’s performance. In addition, the teacher’s performance is assessed during 
a 20-minute structured role play. This assessment consists of specific data on the 
teacher’s implementation of the behavior management programs. The teacher 4 
then given additional role play training for the specific aspects of the tenme 
programs where more practice is needed. The training continues with the st@ : 
demonstrating the use of these Programs while working with the child. The com 
munity teacher is then instructed to work with the child while he/she receives 
immediate feedback on his/her performance. A second 20-minute structure’ 
sample is then taken of the community teacher’s ability to administer the behav 
ioral treatment programs with the child. Feedback is given to the community 


; 3 5 
teacher, and if the teacher is having problems with any aspect of the program 
future training sessions are planned. 
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The fourth section of the workshop involves the training of preacademic 
behaviors including eye contact, task looking, and independent play programs. 
The treatment programs are read and discussed and role plays are used. Upon 
completion of this training unit, the teacher should adequately demonstrate the 
implementation of these programs to the staff. 

The last part of the workshop concentrates on programming in academic, 
language, and fine and gross motor skills areas. An example in the area of lan- 
guage programming would include training on whatever system of communica- 
tion board, signing, or speech. These are skills that can be generalized to the new 
classroom and make adjustment to the new environment easier for both the 
child and the teacher. Emphasis is placed on the child’s present level of func- 
tioning in all of the skill areas mentioned and on recommendations for future 
Programming. 

The second phase of the transitioning process is an intensive follow-up after 
discharge. During this phase the transitioning teacher makes regular visits into 
the community classroom. The schedule for the transitioning visits is finalized 
with the community classroom teacher at the conclusion of the workshop. In 
addition, the transitioning teacher and the community teacher discuss how he/ 
she would like to utilize PPNIC staff in his classroom. As a rule, for the first 8 
Weeks visits are made on a weekly basis; thereafter they are reduced to a bi- 
monthly basis until the end of the academic year. : 

During each visit data are collected to determine the teacher's ability to im- 
Plement the behavioral management techniques learned in the workshop and to 
determine if the child is maintaining the predischarge levels of behavior. These 
data provide an important tool with which the transitioning teacher can focus on 
Problem areas and thus provide clinical input. 

However, in most cases, the transitioning teacher functions not only as a 
Consultant, offering assistance in establishing more appropriate behavioral or aca- 
demic Programs to better facilitate the child’s transition, but also as an addi- 
tonal classroom aide or teacher. The transitioning teacher actively participates 
in classroom activities that take place when he/she is there. For example, in addi- 
tion to collecting the follow-up on how well the child is doing, he/she may teach 
a reading group, join in an art, music, or physical education program, toilet or 
Change Other children when necessary, or help out in classroom field trips or 
Parties. The goal is to be as active and productive a member of that particular 
classroom as the community teacher will allow. Often, when the transitioning 
teacher assumes some of the general classroom duties, the community teacher is 
freed-up to spend some additional time with the discharged child. This in tum 
facilitates the establishment of a better relationship between the newly transi- 
tioned child and the community teacher in a shorter period of time than other- 
Wise would have been possible. A 

Community consultation and training for outpatients is usually conducted in a 
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$ on- 

very similar model to that described for transitioning inpatients, oes “a 
sultation cases also have many individualized modifications. cd da ea ihe 
MMHI personnel will need to spend more time in the classroom initially sae 
community teacher to assess the child’s needs as well as the TAE oiie 
needs. Often the focus is primarily of a nature which teaches the child p ane 
alternatives to nonattending and disruptive behaviors by teaching eye-¢ 
attention-to-task, and useful independent play skills. + odel for 

Results to date indicate an extremely good response to the training m 
both inpatient transitioning as well as community case consultation. nsive 1- 

A sample of seven children discharged in the fall of 1975, where A 
year follow-up data were obtained in 1976, reflected excellent main liance 
All of these children had referral problems with high rates of noncomp 
aggression, temper tantrums, and bizzare or stereotypic behaviors. 1, The 

The data collection procedure used employs an event recording syste” heet. 
data are taken in 20-minute time samples in the classroom on a single data $ an 
The child is observed for compliance rate, aggressions, temper tanam i 
bizarre mannerisms with the frequency of each behavior recorded. PEE 
6-5, 6-6, and 6-7 illustrate the rate per hour of noncompliance, aggress 


COMPLIANCE PROGRAM 


100 — Noncompliance rate for seven children 
discharged with follow-up samples in 
L the community schools for one year. 
The children were maintained at the 
80 low rate exhibited at the time of 
discharge. It is felt that consistency 
in the application of behavior 


management technique through 
8 extensive training of the community 
3 60 teachers contributed significantly to 
a this excellent maintenance. 
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Figure 6-4. School transitioning child data compliance program 


Frequency of Aggressions/Hour 


Frequency of Temper Tantrums/Hr. 


AGGRESSIONS PROGRAM 


Frequency of aggression for seven children 
discharged with follow-up samples in the 
community schools for one year. The children 
were maintained at the low rate exhibited at 
the time of discharge. It is felt that consistency 
in the application of behavior management 
technique through extensive training of the 
community teachers contributed significantly 
to this excellent maintenance. 


Pre- Discharge 3 Mos. 6 Mos. 9-12 
treatment Mos. 


Figure 6-5. School transitioning child data aggressions program. 


TEMPER TANTRUM PROGRAM 


30 
Frequency of temper tantrums for seven 


children discharged with follow-up samples 
in the community school for one year. The 
children were maintained at the low rate 
exhibited at the time of discharge. It is felt 
that consistency in the application of 
behavior management technique through 
extensive training of the community 
teachers contributed significantly to this 
excellent maintenance. 


25 


20 


Pre-treatment Discharge 3 Mos. 6 Mos. 9-12 
Mos. 


Figure 6-6. School transitioning child data temper tantrum program. 
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BIZARRE MANNERISM PROGRAM 


Frequency of Bizarre Mannerism or 
stereotypic behaviors for seven children 
discharged with follow-up samples in the 
community school for one year. The children 
were maintained at a rate lower than that 
exhibited at the time of discharge. It is 

felt that consistency in the application of 
behavior management techniques through 
extensive training of the community 

teacher contributed significantly to this 
excellent maintenance. 
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Figure 6-7. School transitioning child data bizarre mannerism program. 


temper tantrums, and bizarre mannerisms, respectively. Samples compared are 
the baseline 1 week after admission, the unit data 1 week prior to discharge, an 
the 3 months, 6 months, and 12 months follow-ups taken after discharge in the 
community classrooms. 

Results of a one-way ANOVA (Table 6-1) computed across sampling periods 
indicate that 1 year following transition into the community school systems the 
children had significantly maintained the behavioral gains which were establish? 
during the inpatient treatment phase of the program, thus indicating excellent 
generalization of the program and successful reintegration of the children into 
the public schools. The strategy of training community teachers on the specia” 


ized programs has made the adjustment to the new classroom environment easie! 
for both the child and the teacher. 
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Table 6-1. Results of ANOVA for child behaviors in community schools 1 year 
following discharge. 


Behaviors F Value 
Compliance 15.12" 
Aggression 2.83? 
Temper tantrums 6.78? 

m F b 
Bizarre mannerisms 4.6 


aF 01 (4,24) = 4.72 
bE 05 (4,24) = 2.78 


Community teachers and administrators have been surprised with their own 
Success in managing what were previously considered to be such difficult chil- 
dren. Of the 25 children transitioned to community schools after a period of 
residential treatment, none have been referred back to institutional care because 
of an inability to manage or educate them. Of the aditional 26 community case 
Consultations and trainings utilizing a nonresidential model, two have required 
later residential care. This training model allows for those in a rural county, 
Where there may only be one child with such specialized needs, to be able to 
develop the skills and expertise necessary for managing the child within close 
Proximity to his home. Through the implementation of this model, psychotic 
children can be reintegrated and/or maintained in the community, thus prevent- 
ing such children from serving extended periods of their lives in institutions. As 
a result of the PPNIC placing children back in their local communities, there are 
Now 22 classrooms in the state of wisconsin that have trained teachers to compe- 
tently manage such children. 

It should also be noted that the cost computations for providing training fol- 
lowing discharge are relatively minimal when compared to extended residential 
Care. Figure 6-8 illustrates the outpatient follow-up staff hours after discharge. 

These manhours converted to cost equal $682.00 per child for follow-up for 1 
Year; this, when compared to $102 per day for residential treatment, obviously 
indicates quite a savings. Even after one adds in the cost for special education 
teachers and educational costs in the community, the community treatment re- 
Mains Significantly less costly than the $37,000 annual cost for residential care. 

It should be pointed out that although the success rate has been extremely 
800d, the process of getting schools to willingly participate in a rather assertive 
behavior training program has been far from easy- Most school systems are co- 
Operative but must be convinced that their resources are sincerely adequate to 
Meet the child’s needs. There are rarely problems if the child has done so well at 
PPNIC that he requires no negative contingencies. While the project does utilize 
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OUTPATIENT FOLLOW-UP AFTER DISCHARGE 


50 


20 


Date of 
Discharge 
thru 1st month 


End of 1st End of 3rd End of 6th 
Month thru end Month thru end Month thru end 
of 3rd Month of 6th Month of 12th Month 
These manhours converted to cost equal $682.00 per child for follow-up for 1 year- 
Figure 6-8, Cost computations for post-discharge training. 


Special public relation 
Support systems, including the State Department o 
also become trained in child advocacy as the following case 
Fortunately, in Wisconsin, this fami iety of resources to assist them in 
their struggles. The project makes speci 


> © inform parents of their rights 
to receive an education for their child under Cha FATENIS OF 


the family in effectively influenci 


the ject supported 
ng the school board of th Erclecusupp 
a back-up quiet room for their si 


eir district to insist on 
ffective in treating his 
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disruptive behavior and he had not been shaped off its complete use by the time 
of discharge. The following is the mother’s accounting of her experience with 
her son after she had been assured that the school system would cooperate in 
providing educational services for her child. However, when the time came for 
the school to deliver on that commitment, the family experienced much diffi- 
culty and eventually requested a multidisciplinary team (M-Team) evaluation. 
They stated that they wanted to be present with a psychologist, social worker, 
Speech pathologist, a learning disabilities diagnostic teacher, a behavioral dis- 
abilities diagnostic teacher, and a staff member from PPNIC who had been in- 
volved in the treatment. This M-Team was requested because the parents were 
unsure that an M-Team had been held on their son and also the parents had not 
een invited to attend or participate. In addition, the parents requested copies of 
all of their son’s records. Since there was a disagreement between the school and 
family, the parents felt that the situation could be defined as a crisis and re- 
quested that the M-Team be completed in 2 weeks. This process and conflict 
brought forth in the parents the following diagram which they showed to the 
school and PPNIC staff regarding the history of their son: 


Raymond Paul McIver 
Born: March 15, 1973 
Address: 515 w. Seno Dr. 
Mark, Wisconsin 
Phone: 717-8293 
Family Members 
Father: Ronald J. McIver 
Mother: Mary A. McIver 
Siblings: Jane age 16 
Karen age 14 
Jenny age 13 
Mark age 11 


Employment: Both parents run a private business and manage a grocery store. 


The family had worked out elaborate arrangements to see Paeon bee 
Continuous supervision from either the parents or siblings, during all parts of the 
day, 

The mother wrote the following history of their son. 


Born 3-15-73 
was slightly over 2 years old. 
language, followed no directions, didn’t seem to 


History of Raymond McIver 

Developed normally until he 
At age 2%, he had no 

Understand anything. 


Took him to family doctor who referred him to Children’s Hospital for eval- 
00. im to 
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was 

uation which began in fall of 1975. They weren’t sure whether or rn T 
autistic so they referred him to intensive daycare workshop center fo 
evaluation. , 6 

Evaluation at Center was interrupted for a few weeks when in em 
Ray was hospitalized with Ist and 2nd degree burns (he had spil ec 5 
coffee on himself). He was hospitalized for eight days but we gave him 
ion was resumed. f 1976: 
evaluation given to us in summer 0: esdi 
utistic, though he had some characteristi 


appropriate placement for 
When Ray started school 


sea was 
at Lincoln in September 1976, this is what he 
like: 


appeared to understand nothing 

followed no directions 

was not affectionate 

poor eye contact 

didn’t know our names or names of any objects 
was non-verbal 

ate primarily with fingers 

not toilet trained 
didn’t attempt tod 


played in-appropriate] 


TBE 
THAT TYPE OF DISCIPLINE) 


Basically , he lived in his Own world and didn’t lik, 


e intruders, 
y Started schooj— 


September, 1976 Ra: 


Early Childhood Program—Lincoln 
School. 


October, 1976 Lincoln teachers 
FOR PSYCHOTIC AND NEURO 
also called PPNIC and the Autisti 
them, learned about their prograi 


called in staff from Mendota’s PROGRAM 
LOGICALLY IMPAIRED CHILDREN unit, 
c Unit, to observe Ray in Classroom, We met 


m, were invited to visit Autistic Unit 
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October, 1976 Lincoln teachers began couple of programs for Ray suggested 
by Mendota staff, 


November, 1976 The two Lincoln teachers and Mary visited Autistic Unit. 


January, 1977 Ron and Mary visited Autistic Unit and made arrangements to 
Place Ray there because it was much more intensive program than could be 
Offered at community level and parents were very involved in the program 
which was also important to us. 


February, 1977 Ray’s accomplishments after five months of school at Lincoln: 

© understood two commands: “sit” and “stand”; he’d usually come running 
When his name was called; eye contact improved slightly. All other problems 
remained the same. 


February 15, 1977 Ray entered Mendota’s Autistic Unit; he came home every 
Weekend at which time we took data and returned it to Mendota; we started 
Parent training sessions held approximately every two weeks then (sometimes 


sibli ; , ; 
lings were included in these sessions) 


May, 1977 Ray had begun to repeat some words when prompted; learning to 
dress and undress; use fork and spoon; understood several additional directions; 
n Teceives one minute sitting Time Out for in-appropriate behavior with two 
Minute Quiet Room back-up if he fails Time Out. Possible permanent release 
date from Mendota set for fall 1977. 


Late Summer, 1977 Ray continues good progress at Mendota but it is apparent 
to Mendota Staff that our weekend data is no longer comparable to theirs. 
ore home training sessions were set to determine the problem in the home. 
ter several home training sessions, it was determined that our Quiet Room 
Was ineffective and we needed the same type of QR that Mendota used. (We'd 


een using behind a door or ventilated closet) 

rnia, hydrocele operation at University 
le of weeks to recuperate fully, then 
This proved very effective - Time 
decreased to same level as Men- 


October 26, 1977 Ray had bilateral he 
spital—Madison. We gave him coup! 
Tought in new QR - same as Mendota used. 

Out’s, QR’s and severity of Temper Tantrums 

dota’s data, 

By this time, Ray’s permanent relea 
ack to 1978, due to his operation, du 
hristmas vacation. 


se date from Mendota had been pushed 
e to the problem we’d had at home and 


Jan ined by Ear, Nose, Throat Clinic at University Hospi- 
E gee eae adenoidectomy, myringotomy and possible 


tal— i Ra’ : 
“tha bet to P anig ear infections, colds, etc. Operation scheduled 
omy 


for Feb. 9. 
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« January 27, 1978 Final conference and progress report at Mendota (to ee 
staff from local Spec. Ed.) cancelled due to blizzard. (Previous progress rep F 
at Mendota which included parents, Mendota staff, representative from Coun 4 
Unified Services, and someone from Spec. Ed., had been held in May an 
August a . 

one cancellation of above conference, Dr. Dave McCormick (clinical a 
chologist at Mendota) phoned the Coordinator of Special Education and 7 
him Ray’s release date from Mendota was 3-3-78 and that Mendota’s reco i 
mendation to the school were that Ray have: 1) full day of school, 2) full tim 
teachers aide, 3) Quiet Room “box” 
The Coordinator of Special Education agreed to these recommendations. 
January 31 or February 1, 1978 The Coordinator of Special Education planet 
me (Mary) and asked me to be interviewed by On-Site Team from Departmen 
of Public Instruction (Madison) at Student Services Offices the following week: 
to which I agreed. 

Then we talked about Ray’s release from Mendota on March 3 and his en 
tering Lincoln school on Ma 


xe aii i 
rch 6. When I asked about the teacher’s aide, ful 
day of school for Ray, the Coordinator 


rviewed by member of On-Site Team; interview 


ended by my being asked how Co-operative was the school system. I replied 
that I was very pleased and explai 


ned about the three things Ray needed at 
Lincoln and that they'd all be Promised to us. 
Upon leaving interview, I gave the Coordinator of Special Education the QR 
building plans. He then told me that the hiri 
gotten on school board agenda for th 


time. He said something to the effect: N 


February 9, 1978 Ray had adenoide 
University Hospital. 


yd just heard fro 
cial Education that the teacher’s aide hadn’t been hired 


hired and in classroom by March 8. We decided to keep Ray home fronscheol 
until March 8. This would allow for Kathy Trebarne (transitioning Reacher 
from Mendota) to be in Lincoln’s classroom on March 8 and 9 and train 
teacher’s aide there. 


m the Director of Spe- 
yet. He should have her 
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March 2 & 3, 1978 The two Lincoln teachers had two day ai e 
Mendota with Ray including use of QR. (Had teacher Saide = irec ; 
Supposed to have gone also) Teachers were trained by Kathy Trebarne. 


March 3, 1978 Ray came home from Mendota permanently. 


March 6, 1978 4:00 p.m. Phone call from Dr. McCormick—he’d tigara ated 
Director of Special Education and we had a problem. Apparently ; dito it, so 
been if the Classcoomvand some parent or parents had seen it, objecte , 

it was dismantled. 

8:00 p.m. The Director of Special Education called, first talked qa 
teacher’s aide they were still trying to hire and then we got to the Q è er 
he talked with Mr. Lengrin (Director of Spec. Ed. for a nearby putiltestia 
was his opinion that QR was fine in an institution but not in a p sroom. I 
The Director of Special Education wouldn’t put it back in the clas edan 
Offered to talk to any parents explaining Ray’s problem, why QR is u 

Ow. Answer is still no. 


March 7, 1978 Talked to Kathy Trebarne and Dave McCormick. Katiya 
there’d been an M-Team Conference on Ray—I didn't even naire on 
nis: She suggested I ask the Director of Special Education for a 
ay as soon a i 
Phoned my none Special Education, asked for an oe ass 
Possible and he said instead of that, he preferred a meeting with: 
T. Lengrin 
Superintendent Olson 
John Andrews, Student Services Director for Sch 
Mendota Staff 
on and Mary (Parents) 
ceting was set for Thursday 3-9 at 


On and I decided not to send Ray to sc 
cleared, 


oon as 


ool District 


i ilding. Meanwhile 
dent Services Building. 
oe on 3-8 or until this problem was 


2 , Dave McCor- 
ao ri AD alm ea Ter the United Services 
Mick and Kathy Trebarne from Mendota, /@ 

y Trebari 


i f Special Education), Jan 

i lliakson (Director of 

akad her to come), ome would have at Lincoln, Mr. Tenai, Wo 

A 2 one of the tea to some bargaining session he Was iano ved in. Supt. 

me ae there a ien | asked why, Oliver replied: “Mr. Andrews was 
n wasn’t there an 


Supposed to take care of that.” fe 
The meeting proceeded with 
tions in that order. 
School offered to use aS 
Dlained whv that wouldn’t wor 


ave, Kathy and Mary giving their presenta- 


QR, small comer sectioned off by dividers. We ex- 
k: We asked to have QR placed in room directly 
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uses 
across hall from classroom (said room used for storage but m perapi 
sectioned off area further in and off to side). If QR was ae +n 
room near door, would be okay with us. Answer is NO—other kids 
i is going on. ; P 
e e eal to other children’s parents and explain “aie 
situation and QR. We also explain that Ray won’t need QR forever; even 
’Il be able to phase it out—but he needs it now. TONN TE 
ae we a few remarks including the fact that it wasn’t his PID HE 
make. Oliver said it wasn’t his decision to make either. (THEN WH LACEIT 
APPROVE OF IT IN THE FIRST PLACE, HAVE IT BUILT, AND P Olmert 
IN THE CLASSROOM?) Oliver said it was Olson’s decision to re 
then phoned Olson (using phone in another room), (Olson was in his at 
T OUR MEETING?)—Oliver briefly explained the pro n 
at Olson would decide later in the day after zoning a 
ernoon Oliver phoned to say that Olson’s decision was i 
r would be taken up at closed school board meeting on HAD 
n to us, to follow. THE MEETING IN THE MORNING ons 
BEEN POINTLESS. Before Olson’s decision, I had talked to Ann Keller ‘i 
Department of Public Instruction in Madison and told her what was happen 
She asked if there’ 


: ; me 
d been an M-Team on Ray—I said no. Said she’d phone 
the next day. Teacher’s aide hired in the afternoon. 


March 10, 1978 Teacher’s aide went to 
barne; training included use of QR. 


Ann Keller phoned~she 
M-Team on Ray. His re 


and then told us th 
Lengrin. In the aft 
and that the matte 
Letter from Olso 


ee 
Mendota to be trained by Kathy Tr 


a w 
OLIVER-SO I STILL DON’T KNO 
WHETHER OR NOT I HAVE ALL O 


F RAY’S PAPERS) 
We receive letter from Olson and I feel it is 
talking in it (QR fine i 


it in adjoining room), 
quite biased against 
copies of the letter w 


i rin 
very negative. Sounds like Leng 
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panes 11, 1978 1 mail copies of Olson’s letter to Dave McCormick, Ann Keller 
nd Jan Thomas of the Human Services Board. 


ater 1978 1 talk to Ann Keller—she is requesting Ray’s records. By this 

oe also talked to Barbara Hoffman, Child Advocate, Joyce Geir, Child 

nine and Wisconsin Council for Advocacy. They are very informative and 

aa e. One of them tells me that the School District came out with flying 
ors on that on-site interview I was involved in! 


pepe 1978 Ron and Mary talk to Attorney John Dexter on the phone. We 
Won T need legal representation at the meeting on 3-21. This has turned 
o i a mess, that we need an attorney who is very knowledgeable in this 
a a want him to state at said meeting, the rights that Ray has provided by 
ps any questions that should be asked and advise us, if necessary, as the 
Wh 8 PLOEEEES St Recurring questions to me: 
ny weren’t proper procedures followed by the School District for Ray, 
Rt pets an M-Team conference?. 
the M-Team was held, as Oliver stated to Ann Keller, 
notified? 


why weren’t we ever 


ni of March 16, 1978 
S very ri and follows quite a few simple directions: 
ery — e to directions he understands 
ye Gains ionate and often he initiates the affection 
ows n: ‘act much better 
Ows re of family members (though he doesn 
using a of many objects and his favorite fo 
€peats i name of the item l 
tsap wo or three word phrases after us at times 
sale tiately with spoon and fork 
ecognize. undresses himself with a little help 
s numbers one thru ten 


*t say them spontaneously) 
ods and asks for such items 
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Recognizes some letters of the alphabet 

inni i ‘ ” if its a visible one 
Beginning to communicate “hurt” i 
Just started to communicate “broken” spontaneously (i.e. broken toy, etc.) 


Needless to say, one can sense the clear frustration and anger the eg Be 
feeling in dealing with the school—all of which had a legitimate be macs 
Mary’s accounting may appear extensive, the PPNIC staff attempt on 
parents to advocate for their child. The crisis described was worked out | a né 
the school and family with PPNIC being as supportive as possible in giving i 
parents access to the Wisconsin Coalition for Advocacy and the State Depa 


; -week 
ment of Public Education. The transitioning teacher wrote the following 6-wee 
follow-up report. 


Ray’s progress and success of transition has been followed for six weeks a 
lowing placement in the Early Childhood Program at Lincoln School, x 
weekly visits of Mendota Mental Health Institute staff. Additional input an ; 
consultation services have been provided during these visits. Likewise, behav 
ioral counts have been taken on b / 
cellent implementation by the Lin- 
in the behavioral sample taken 07 
8 percent compliant, displayed nine 


E-E A ne 
w being involved in more group activities with ti 
other children. j 
: I 
As stated in the M-Team recommendations other children have been jet 
tored for possible adverse effects of the quiet room. Behaviors that have bee 
looked for Specifically are: 


. Preoccupation with QR box (constantly Staring at, touching, looking in): 
Crying when Ray is put in QR. 

Over attention to QR duri 
Aggressive reactions to ot 
Persistent questioning be 
Withdrawal or intentional avoidance of QR and area around it. 
Imitative behavior during free time (e.g. putting dolls in “boxes”). 
Reports of children talki 


ONDAN 
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9. Negative expressions about Ray and QR. 
10. Other negative reactions to QR not identified above. 


Reactions noted by Lincoln teachers and Mendota staff are usually children 
putting their hands over ears when Ray screams while in QR. The teachers 
a noted that other boys try to “egg him on.” One child expressed a nega- 
Ive attitude toward Ray, but the same child also expressed that attitude to- 
ward another “autistic’like” child that was not being treated with a quiet room 
back-up. One child was pulled from the project by his parents because the QR 
box was in the room, The teachers have indicated that there were other prob- 
lems involved in that case. Another child asked frequently about Ray’s time- 
outs and the “box.” This child also asked questions about other aspects of 
Other kids programs and would tell this observer when Ray should get a time- 
a why. The other behaviors listed were not noted and it appears that the 
ren have accepted Ray’s program and most often do not pay attention 
when Ray needs a QR. 
= Summary, Ray’s transition has gone smoothly and he appears to 
Ty well in the Lincoln setting. 


be doing 


F . 
Ortunately, most school transitionings are far less complicated, but the au- 


hg eo that this particular incident illustrates the complexities of transitioning 
must ifficult children back home. It also illustrates the necessary role parents 
child ha if they are to maximize educational opportunities for any aen 
to beg e need for a complex support system if such community program ain 
well Hed becomes obvious. As Ms. Treharne’s note illustrates, Ray 2. 
Contin er 6 weeks in the classroom. The school system was also able ae A s 
deistenas development, and soon a complementary and friendly relationship 
Ped between the PPNIC staff and the administration of the school district. 
°rtunately, in this case, Ray’s new community teachers were already behind 


© Parents and PPNIC staff as the transitioning progressed without any further 
d for a “total system” model 


e component of the system, 
ts, PPNIC staff, Child Advo- 


Ca ini ‘ i 

fain, safi, and Department of Public Instruction would probably have created a 

ours Situation for Ray with the option being extended residential care. For- 
ately, the system worked well for Ray, with much effort from many friends. 


th 


SUMMaRy 


AC 

ee iiy Teacher Training Project was developed at the Mendota Mental 

howe Institute to facilitate the generalization and maintenance of skills devel- 
' Psychotic children who were returned to community living after short- 
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term residential treatment. This model was used to train community teachers of 
children who were discharged from the Program for Psychotic and Neurolog- 
ically Impaired Children. The training was part of an effort to increase the likeli- 
hood of continued educational growth in home, especially in rural communities 
where teachers were often not skilled or tained in the management of severely 
disturbed children. This model was adapted for case consultation and com- 
munity teacher training in an effort to prevent institutionalization of young 
psychotic children who had not received treatment at the Institute. The training 
model is described with results indicating high success. Graphs illustrate these 
results in detail. A case example is utilized to further illustrate the problems 
parents may have in getting assistance in returning their children to the local 


community schools. This case illustrates well the need for a “total systems” 
approach, 


T 
Issues in Community 


Intervention 


Sion 

Seat ee Services, including Mendota 

ment which 4 7, the Division of Community Services presen i 

vices to th ummarized the general roles agencies should play in providing ser- 
e people of Wisconsin. It reads as follows: 


T with 
ce of Community Services and County Boards have the statutory 
into ope ity to work together with community agencies to develop and put 
services E a coordinated human services system through which quality 
The ae available to Wisconsin citizens in their communities. 
lies and pa of this state and county human services system 1S to help fami- 
psycholo ividuals in their unique struggles to satisfy their basic living and 

gical needs. 

oie a shall be designed to help in 
y problems associated with their 


ment : 
sas and physical condition, and social situation. 
services shall be available to all Wisconsin citizens. They shall be offered 


i 
oo of intensity and specialization so that each child, adult or 
Services ahah help appropriate to their present, individual situation. The 
as an indi all be delivered in a humane way that shows respect for the client 
tea and allows the client to retain respect for her/himself. 
T state and county shall operate the system and provide the services 


dividuals in their “struggles” as 
age, home or living situation, 


165 
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i i also have 
in the most efficient and economical way possible, mindful that they 
a responsibility to individual citizens as taxpayers. ae — TA 
Given the gravity of the responsibilities assigned, it is with a Semon bit 
nership” that the Division of Community Services and County Boar 


i i services 
Proceed to develop and Operate a coordinated, statewide human 
system. 


A ams 
@ To strengthen and Support both the traditional family and the progr 


i adult 
based on a family concept, i.e., adoption, permanent family care, 
foster care, etc. 


©To emphasize and 
Practices 

eTo respond 
information sci ia 

®To actively help individuals locate and obtain appropriate service 
information 

®To develo 
her specifi 


itive living 
Promote an attitude of wellness and positive 1 


ices OF 
Promptly and courteously to all requests for servic 


P a service plan wit 
c needs and personal 
e each client with 


; is or 
h each client and/or family based on h 
Situation 


and daily living situ 
© To insure that pers 

homes are placed i 

individuals 


ation 


Ons who require liyi 


F r ir own 
ng situations other than their 
n an environment 


$ h as 

most conducive to their growt 

© To expedite the return to home or 
elsewhere to Teceive services a 


aad cont 
> Tace, religion, mental or physical co 
tion, or ability to pay. 


Together state and county can provide a human system which offers to ee 
dren, adults and families a broad range of specialized human services in ea 
care and aging, alcoholism and Other drug abuse, developmental disabilities, 
and mental health. It can offe i 


$ ter 
clients day care and respite care, fos 
care and group living, iti 
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can also offer to all citizens services and information which can prevent 
developmental disabilities, and promote mental health and good living prac- 
tices . . . and it can offer more. 

Wisconsin statutes mandate the general service area to be provided within the 
system. The statutes also delineate the responsibilities of the Department of 
Health and Social Services, as assigned to the Division of Community Services, 
and of the County Boards, as assigned to County Social Services Departments 
and Community Services Programs, in providing the services. 

In general terms, the Division of Community Services is charged with the 
responsibility to provide overall, statewide direction for the community- 
based human services system. As written in the statutes, the state is to review 
and approve community programs and plans, administer state funds, and 
assure that services are in accord with standards it must establish and that they 
are equally accessible to people throughout the state. ; 

Also in general terms, the County Boards are charged with the responsi- 
bility to deliver all of the human services as needed “to help families and 
individuals in their unique struggles to satisfy their basic living and psychologi- 
cal needs.” This means the counties are to assess the needs of citizens within 
their jurisdiction, plan and budget for services, and provide dire 
for the delivery of services through a variety of public, private, 
Tesources, l 

State and county share some responsibilities. Both must make certain that 
Services are of high quality, meet the needs for which they are intended, and 
are offered in a way that recognizes and preserves the dignity of the individual. 
The Division and the County Agencies must also bring additional funding 
Sources into the system so that local programs can offer their citizens excel- 
lence and completeness in services above that which state funds can provide. 
Some additional funding sources are third party payments, united fund, and 


Bteater use of volunteers. 


ctly or arrange 
and voluntary 


This mission statement is certainly a very ideal, service-oriented approach to 
Meeting the special needs of clients throughout the state. It also very closely 
Parallels the beliefs and work of the staff of the Project for Psychotic and Neu- 
"ologically Impaired Children. They have developed a comprehensive community 
‘ystems approach in meeting the needs of their clients and other special chil- 

Tha oushout the state. e 

This chapter deals with the issues involved and methods used in basically two 
different kinds of community involvements. The first kind of involvement re- 
— will be that which is necessary and beneficial to assure a smooth transi- 
$ on for a client directly involved with the project. This will include the systems 
PPtoach and agency involvement in the referral process, course of treatment, 
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discharge planning, and provision of services after the child returns to his home 
community. The second kind of community involvement discussed will include 
the systems approach used in working with agencies when no client is directly 
involved with the project. This will include setting up systems to prevent residen- 
tial placement for clients who can grow and develop in less restrictive environ- 
ments; working with facilities in a consultation role so that they can employ 
techniques and approaches found successful by the project staff; and other 
methods of assisting communities to develop a systems approach in providing 
services to their clients, 

Before beginning to describe the methods used to employ the services of com- 
munity agencies, the authors feel it is necessary to briefly reiterate some of their 


involved school personnel. And finally, community 


y are necessary to ensure that al 
ed, and implemented to meet the needs of specia 
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AGENCY/SYSTE 
MS INVOLVEMENT IN PROV 
SERVICES TO A CLIENT jig 


The 5 
ihe tn question why one would work diligently to develop or improve 
wileitied to 7 T A germ in a situation where the child is temporarily 
logically ton mr ene program such as the Project for Psychotic and Neu- 
dict and a ne Children. After reading the previous two chapters regarding 
tonal senties Š pee one might feel that the child does not need addi- 
provision of * n act, additional services might confuse the issue and make the 
Wine ataman consistent therapeutic environment more cumbersome; however, 
First of afi oo reasons for involving various community agencies. 
child or fanii T are numerous services a community agency can provide a 
to provide het at a residential treatment program or school system are unable 
tion Svik: a Pp of these may include financial assistance, transporta- 
child involved ag care, counseling for problems unrelated to the specific 
fora anultipratins the residential program, Or coordination of several services 
Second em family. 
of their mi = community agencies are responsibl 
Services ve ituents and then planning, developing, 
developmental, home services, recreational program 
munity ape ally delayed adults need the support an 
Thiral gencies. 
titnalea cota should not ignore the fact that most psychotic 
during en = will need services from their community, 
involved with a their lifetime. Mental health or social service agen 
In additio ese clients for extended periods of time. 
and has wane after a child has been discharged from the PPNIC for several years 
ect staff oft § and developed, his needs will change, and consequently the proj- 
intervene ill be less of an asset to the child and his family. They would need to 
orienta reassess the child before they could skillfully make accurate 
a keh ations, The child will also lose the support of the school system 
a oe a young adult and it no longer provides him with services. 
Bora Just some of the reasons why the authors feel it is imperative to de- 
ncies fi TY Positive, early relationship between the family and the community 
or each child involved in the residential program. 


e for determining the needs 
and funding the appropriate 
s, and work programs for 
d funding from the com- 


or neurologically 
county, or state 
cies will be 


Velo 
age 


The pro; 
iiien a staff initiate community agency i 
to the residential program. Typically t 
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thoroughly assessed throughout the process to ensure that the child’s ie 
not be presently met within the community system. In addition, the ie 
Program and the services it can provide are shared with the Human noc 
Board coordinator. The coordinator is encouraged to visit the PPNIC prior to 
referring the child so that he can thoroughly understand the nature of the po 
gram and the intensity of community involvement and become aware of wha 
kinds of services may be needed when the child returns to the community. 

Discharge planning begins during this referral process. Any services that the 
family feels they may need or the project staff anticipate may be needed are dis- 
cussed prior to admission. The feasibility of obtaining these services is investi- 
gated by the project staff so that they have an understanding of what must be 
done during the period of residential placement in order to provide the child 
and family with a comprehensive delivery of services. , 

The following example may illustrate the type of discharge planning and in- 
volvement of community agencies that begins prior to admission. 


8 terms with Staci’s parents. Staci’s 


parents had also begun a ainst the school system claiming that 


their daughter was not receiving appropriate educational services. Staci’s 
parents had no intention of leaving the community; the school board would 
not be up for re-election for two years; and the superintendent had five more 
years until retirement, 


legal action ag 


; - Although 
provide an educational program, thei 


family would be necessary to provide Staci with a good consistent treatment 
program. 
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trained to implement and understand all of Staci’s behavioral, academic and 
language programs; would visit the family during Staci’s home visit in order 
to have some time to practice implementing the treatment programs; would 
assist the family in learning the child management techniques as well as give 
them support; would be responsible for the role of child advocate in dealing 
with the school system; would assist the project staff in securing an appro- 
Priate educational placement; and would frequently visit Staci in her com- 
Munity classroom after her return to the community. It was further decided 
that if this social worker left her position with the Human Services Board, 
another staff member would be trained to carry out her role with the PPNIC 
Staff and Staci’s family. It should be noted that some of these arrangements 
Were made because Staci’s family lived over 175 miles from the Institute and 
More frequent school visits and meetings with the school system than normally 
are needed were anticipated. 


Although this case may seem unusual, and in some respects it was very com: 
Plex, arrangements for providing services after the child returns to the com- 
Munity are always initiated and investigated prior to admission. In addition, 
community services may be needed during the child’s placement at the Insti- 
ie in order for some families to participate in the treatment process. In ie 
«tuation, a single parent family was threatened with the financial loss of a 

= to families of dependent children” budget if her son was admitted to 
Project, She would have been unable to pay her rent and buy necessities without 
this Money. Although she definitely wanted her child admitted to the project 
end she was unable to manage him at home, the system was forcing her — 
de child at home in order for her to have money for room and eee rire 

"ation, the PPNIC staff was able to get the County Department 0 oF 

*rvices to secure additional funding for the mother during the time the chi 


Was invo} 
ved with the PPNIC residential program. ; 
si ecause children are referred to the project from counties aee P 
ee Many families are faced with tremendous transportation po eeni od 
rit in one earlier chapter, the children go home either every i Ee 
San Other weekend for visits with their families. For some parents, ters 
oe 9 or 10 hours of driving on a Thursday or Friday p ins i. ae 
return the chi ag trips shorten the tim 
child. In addition, such lengthy trp : : 
aS With thej i : additional emotional strain 
eir child in their home as well as puts an 6 : 
an SM ttin 
aie This one requirement could discourage OF prevent seco ey ae 
Servi P are U 
a hi ices their child needs. In such cases, arrangements 


red Tver i days bac si 
r to transport the child on Sunday : pa 
scho Ments are Sci efed by the PPNIC staff and provided ick 
Boarg ‘Strict, Department of Social Services, OT County 


i i iri driver 
One situation, three school districts shared the expenses of hiring a 


172 Treatment of Psychotic and Neurologically Impaired Children 


and renting a van to transport three children from the northern counties els 
Institute every other Sunday for over a year. Establishing such wena eR ‘ies 
often a very complex, time-consuming task. In addition, it requires t ete 
Project staff be flexible in working out parent training schedules, a les, 
and parent conferences to accommodate the special needs of these = $ 
However, it often is the very practical problems such as transportation, bu ie : 
or child care that put additional pressures on families and make it difficult fo 
them to benefit from specialized services. 

Other work with community agencies that occurs during the referral en 
consists of initially learning about all the agencies that have been involved wit 
the child or may need to be involved in the future. Many residentially based ae 
grams only initiate contact with community agencies at the time that they a 
to plan the discharge and return the child. However, the PPNIC staff have foun 
that involving as many relevant agencies as possible during the referral process 


and course of treatment is most beneficial to the child and family. Agency per 
sonnel are often most willing to make 


in the community, 
vide services. The s 
with some tremend 


nd the types of services he may need when he returns 
to the community, The agency personnel can then have several months to plan, 
develop, and obtain fundi 
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Served so that the 
b y do not acquire i 

te don the one sender ie jzu eat narrow understanding of the program 
hese ne the maintenance of community agency involvement duri 
the-orsiene dat iin s treatment, it should be noted that agreements rit 
memos, a rst various community agencies are formalized in letters = 
agencies will play E This provides a written explanation of the lS 
Sr orient newstaff at can be used to refresh people’s memories at a later d ie 
also facilitates th members in cases of staff turnover. Such a written agree: a 

e process of clearly delineating agency responsibilities. — 


Meth 
ods of Maintai 
jaintaini = 
of Treatment ing Community Involvement During the Course 


Once a chi 
of sight, ia ee heen admitted to the residential aspect of the project, the “out 
encouraged to ae approach can occur if the community agencies are not 
ae to be ihe EA in the treatment process. The project staff must con- 
he project iat es in maintaining agency involvement. There are several things 
approach is to į typically do to maintain agency involvement. Basically, the 
Whenever nee SE a communication on a regularly scheduled basis as well as 
munity agencies, By regularly scheduling one’s communications with the com- 
S, such progress reports Or meetings are not put off to a later 


date 

-On th 

ti e fir: 

ial program is sa each month a progress report for every child in the residen- 
ritten. Copies of this report are sent to the involved community 


agenci 
les. Thi 
s provi aie 
er ae. ovides the agencies with a regular reminder of the child’s treat- 
ethod of ie and needs for future services. This is a very simple 
g sure that some communication occurs with every community 


age 

ey mt 

ition : 
: eld regardi every 3 months an extensive evaluati 
esidential TE each child. Rather than waiting un 
Ordinate a a a for 2 or 3 months and then a 
Rees. time E era a conference, a tentative con 
mmunity aes mission. Prior to admission, the projec 
ay staff pe cies regarding their roles during treatme: 
nferences rson or persons should be involved in the evaluation and 

© evaluati 

uati à r 5 aith 
toom ae and planning conferences consist of observing the child in his 
nt Sexe through a one way mirror, discussing his gains towards his 
s, and renegotiating treatment goals. As mentioned in an earlier 


on and planning conference 
til the child has been in the 
ttempting to schedule and co- 
ference date is established 
t staff negotiate with the 
nt as well as which com- 
planning 


Class 


174 Treatment of Psychotic and Neurologically Impaired Children 


community agencies develop appropriate services are discussed. For example, 
sometimes a child may need to go through a lunch line and carry a cafeteria tray 
in his community school. This kind of skill would be discussed and plans made 
to teach the child this sequence prior to discharge. On other occasions, the com- 
munity agencies may need supportive documentation to secure funding for 4 
classroom aide or mother’s helper. Discussing such problems several months 
prior to needing these services once again eliminates crisis situations at the time 
of the child’s return to the community. 

Other unscheduled contacts with the community agencies are an important 
part of maintaining their involvement. Because the project staff have so much 
contact with the families during the treatment process, they often learn about 
changes in the family constellation, plans to move into different school districts, 
or changes that may affect their need for services before the community agency 
personnel do. Such information is discussed with the relevant agency personnel 
immediately so that they can be knowledgeable about the situation. In more 


complex situations, the project staff may be initiating phone calls every week to 
agency personnel in order to keep them abreast of the needs of the child and 
family. 


involved with the program for several month j i ideo- 
s. Th lly vide 
tape the child at the i i The project staff typically 
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Services a: z 
and e cae as a not necessary. By being considerate, accommodating, 
even more servises rae : mn persuade a community agency to willingly provide 

Finally, at the ti mechettially sprees apes. 

become tien i, a P s return to the community, the agencies need to 
knowledgeable and e with the child and family. Most agencies are very 
months of plannin a ere providing certain specific services. They have had 
additional services see i e child’s return and much assistance in securing the 
need support and paee At this point, the agency personnel typically only 
calls to patie a a -etan for their efforts. Letters of appreciation, phone 
visor, and suppo ne s positive feelings, acknowledgments to a person’s super- 
beneficial in ade recommendations, as simple as they may be, can be very 
gestures can be tea the involvement of community agencies. Such small 
other dition, a asily overlooked or forgotten as staff members get busy with 
tionship that pee they often are a catalyst in maintaining a positive rela- 
The authors de has spent months trying to develop. 
munity resources a want to give the impression that the involvement of com- 
very difficult ‘cath ways a very simple positive experience. Rather, it can be a 
earlier, here: St u3 esome, frustrating experience. In the situation referred to 
nel, the irele — s parents were not on speaking terms with the school person- 
school ace staff had to be very flexible and accommodating before the 
Visors of mach would even talk with the project staff. In some cases, Super- 
Operate. hea ies need to become involved in order to get subordinates to Co- 
to help cm ge agency personnel may need much assistance and direction 
Project staff Hera out their role in the treatment process. In some cases, the 
amily so that A need to become “the bad guys” in advocating for the child and 
e family can maintain a good relationship with the community 


agencies, 
The 
ne aut ; p ; 
sio hors do want to stress that agency involvement is crucial in the provi- 
taff member can do to 


no ; 

ict for special children; that everything a s 

Members sh Positive, supportive relationship between the agencies and family 

asset to ides be attempted; and that communit n be a valuable 

Motivated; therapeutic process and continuation 
» and encouraged. 


y resources Cal 
of care if properly oriented, 


PRO 

VIS 

PROGR anf oe SERVICES TO AÑ AGENCY, 
, OR CLIENT SYSTEM 


The 

Seco 

PP “i part of this chapter deals with the kinds of ser 
Community agencies that are not directly involve 


vices provided by the 
d with a child in the 


Tesident: 
nti; s 
toian t of the program. This component of the PPNIC program 1s 
erred to as community consultation services. 
nd assistance are variable in 


€ agenci 
nc : 
ies that request training, consultation, 4 


i i ildran 
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: dind: 
their nature and needs. Community mental health clinics, school pe 
ual therapists, residential treatment programs, university groups, r e aha 
services boards, and parent organizations are examples of the an T 
munity personnel that request assistance in dealing with Simy ners Tey 
logically impaired children. The types of requests are also very ` : e oP 
include requests such as generally orienting staff to the characteris ee 
chotic children, training agency personnel to design and implement a 
modification programs, assessing and diagnosing a child, giving a teacher er 
mendations regarding how to organize a classroom, as well as assisting are 
tial program staff in basic administrative and organizational skills. , n 
Because the nature of the agency needs and requests are so diverse, no A 
approach can be used in providing services to community agencies. Pa aa 
each request for consultative services must be thoroughly investigated, an ns 
individualized approach to meeting its needs must be developed. Therefore, 
one model of providing services can be reviewed here. The common ee 
in providing consultative services with a few representative examples of 
these methods have been implemented will be discussed. wr 
The project staff adhere strongly to the systems approach in providing oa 
to clients throughout their work with consultation requests. As with a client r a 
ferred for residential placement, the project staff look at and assess the emue 
system of the delivery of services when involved with a consultation. This a 
comes a critical point when an agency makes a request for one specific servic 


. ` : i in 
for a client. The project staff then assess the situation and learn that providing 
that one specific service will 


not result in the benefits the agency hoped 
achieve. Rather a more comprehensive approach may be needed, or a coordin 
tion of several services would be necessary to gain the desired results. 
A request for specific staff training made by a residential treatment program 
illustrates this type of situati 


1 i s r 
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were no written programs; and there was no established method of communi- 
cating such programs to other staff members involved with the child. In addition 
the staff members involved with the children in the school setting had authority 
to treat the child as they thought appropriate; the social workers interacted with 
the children and made recommendations to the parents based on their profes- 
sional training; and the cottage staff members established rules and policies that 
they thought were beneficial to the entire functioning of the cottage. If there 
Were differences of opinion as to what treatment approaches or methods would 
be most beneficial to the child, no method for resolving these differences had 
been established, 

In this situation, the project staff shared their observations and assessments 
with the administrators of the residential program. After much discussion, the 
administrators were able to more clearly see their own problems in attempting to 
Provide a comprehensive treatment program for the children they served. It was 
agreed that the PPNIC staff would assist the administrators in establishing an 
administrative structure, communication system, and written policies and pro- 
ae prior to teaching the staff specific behavior management techniques mee 

ills. A very intensive consultation schedule was established, and after severa 
Months of frequent visits and discussion, the administrative structure, policies, 
and communication systems were altered to provide a more workable provision 


of Services. 

a ifyi k ser- 
vi In addition to needing assistance in identifying one’s own weaknesses OF a 
ine t assistance from the PPNIC staff in 


frost community agencies often request ass" he 
iene oe new ideas into a situation. Sometimes an agi Panes 
work Y their problems very well but will need help in the eae ser 
and ing out solutions. They have become so accustomed to speci me esi 
a methods of dealing with situations that they are unable to think abo 

PProaches, 


y will be able to 


ay need additional profes- 


n other si ; r 
situ agency M | 
sgian poar ereer e es for their client. They may 


sional Su r 
Pport in order to implement specific servic ent. T 

n r to implem p 

aa Professionals E S about the needs of psychotic cre 
~ *Dorate with them and give their requests more impetus. Urne seU 

an typically occur in the public school systems. A school sys 


; i iti bers in 
Siona] ions to hire additional staff mem 
rder t support and recommendations TE woth 


O provi 
additio Provide a more comprehensive € ame e ts whee do not 


10n ¢ 


e 
me hat clearly demons! 


. mendati > : ‘ 1b 
Bai Ndations with supportive data Sa i 
. Ned with a better te eee ratio can be Very convincing to such ad 

ee arpa the project staff can be an asset 


w nce again, this i le of how l 
Or co, gain, this is an examp p Se for children not 
muni iesi i i services for 

Needing unity agencies in their pursuit of developing 


residential care. 
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Another typical kind of situation the project staff frequently engages i me 
volves preventing residential placement whenever possible. When some children 
are referred to the program, the community agencies are expressing their in- 
ability to provide adequate services. Through the referral process, the program 
staff may determine that if only one or two additional services, or modifications 
in existing services, would occur, the child would not need residential placement. 
In such cases, the project staff would offer to work with the community agency 
in order to facilitate this change. A classroom teacher may need help in pro- 
viding a more positive learning experience, a classroom aide may need to be 
hired to allow for more individualized instruction; communication between 4 
school system and family may need to be established; or a child may need to be 
taught some socially appropriate skills, i 

These situations are individually assessed, and plans to remedy the situation 
are agreed upon prior to any intervention. The approach is generally to help the 
community agencies identify their needs, plan what action has to be taken, and 
encourage the community agencies to develop or modify their own services tO 


meet their clients’ needs. In addition to giving direction to the agencies through- 
out this process, the project staff become a support system for the agencies. 


Although these situations might appear quite simple and the solutions tos 
elementary, they are real situations that affect the lives of children and families- 
When dealing with the needs of a very specialized population, such as autistic 
or autisticlike children, one must be aware that such children are very rare in 


i * community consultation service provided by the 
Project staff illustrates Some of the problems that agencies have in attempting i 
identify a child’s needs and the methods for implementing appropriate services. 


tation services was made by the educational staff o; 
adolescent inpatie 
n ll-year- 


severe, treatment methods for Barbie 
Before any consultation agreement was negotiated, a team of professional staff 
from the Mendota project visited the center to assess the nature of Barbie $ 
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behavi P 
=r of Barbie revealed periods of hyperactive behavior, non- 
toward sinf? a a n and demands, temper tantrums, aggressiveness 
language. ms other children, inappropriate social behaviors, and delayed 
destrictive” a concerns of the center staff that Barbie was ”self- 
her arm or eee to be a misperception. In reality, Barbie’s tendency to bite 
since it a ner skin could be defined more accurately as a temper tantrum 
to the child a 3 minor nature. These low-level behaviors represented no danger 
reasons, the nd were seen as primarily designed to gain staff attention. For these 
Because of tg of any aversive conditioning procedures were contraindicated. 
dota project he similarities in Barbie’s behavior with those children in the Men- 
Similar 3 , an agreement was made to assist the center staff in developing a 
Asa a program for Barbie. 
Vited to tou eu in the training program, members o 
Conducted acs project to observe how such a t 
two nurses. a nie having the most contact with Barbie each day, 
Spent 1 al a eacher, and occupational therapist, and several ward attendants, 
€ goals and “sf con the Mendota project observing the children and discussing 
nati ogistics of implementing such a treatment program with Barbie. 
arbie be ne of the treatment program required that anyone having contact with 
Matter of “ le to carry out the treatment plan. Therefore, it was not a simple 
Of 30 Siete only several key persons on the center staff. Rather, upwards 
ing. The Pani on both the day and evening shifts, needed to receive train- 
consistence partmentalized nature of the center presented problems in providing 
epartment aa treatment. The center structure was based upon a traditional 
tion, mn al system comprised of nursing and medical ward attendants, educa- 
lively ind Pational therapy, language, and psychology personnel all working rela- 
Staff as i ai of one another. In order to facilitate training of the <i 
training ; as coordinate Barbie’s treatment, it was decided to use a works op 
dvele nn Built into the workshops were procedures for evaluating the 
wo separate treatment skills in individual staff members ‘ 
Teatment e workshops were conducted, the first on baganat ge 
; embers of i The workshops were conducted at the center | cility y : 
Peech | the Mendota staff (psychologist, nurse, occupational therapist, an 
Three n° !oBist). 
“ho ven ene 2-hour baseline workshops an 
iven throughout the day in order to keep t 


f the center staff were in- 


h a treatment approach is 
including 


d two 2-hour treatment work- 
he number of participants 
OUP small. There were three objectives of the baseline workshop. The 
Mendo a a introduce the center staff to the rationale and purpose behind the 
pčhavi Project treatment model. Secondly, it Was to introduce the specific 
; propriate be- 


havi p iti Nee 
“Vior definitions developed at the Institute to categorize inap 
temper tantrums. These could 


as noncompli i d 
mpliance, aggressions, an! f j 
to define the nature and intensity of Barbie’s inappropriate behav- 
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ow to 
iors in a more explicit manner. The third objective was to poi h 
observe and record the target behaviors using counters and ta A sd ipon recent 
The procedures used during the baseline workshops were ba ue of Hiatt 
research in the paraprofessional literature demonstrating the ep di expected 
rating procedures which allow trainees to observe models and pr: vee, During á 
behaviors, as well as to obtain immediate feedback on performa i $ recoiding 
least 1 hour of each workshop, the Mendota staff modeled appropme aunt 
skills in a role play situation. This allowed the workshop trainees Se tts of 
to practice recording behaviors on counters. That is, following a dl resenters 
the treatment rationale, objectives, and behavioral definitions, the : Bait 
role played a series of short scenes in which one person behaved Et athët 
displaying noncompliant, aggressive, and temper tantrum behaviors. innatis: 
person behaved like a staff member giving “Barbie” a series of short a he fie 
Simultaneously, the audience was given counters and told to recor Ei 
quency of the behaviors they observed. Role play situations were — any 
interrupted to check and compare behavior frequency counts and to ans dure i 
questions regarding their individual observations. Through such a proce: as tO 
was possible to evaluate the progress of each individual in the ee ie 
their ability to reliably record behavioral occurrences. After 1 hour of u able 
practice and feedback in the workshop, nearly all of the participants Wer 
to record the three behavior categories with 75% accuracy or better. ndota 
Following each of the three baseline workshops, two members of the Me 


e 
t ded th 
team met with groups of two or three center staff members who atten 

baseline workshop, in order to co 


purpose of the mini-trainin 


baseline count was sampled for 4 days. 
As previously indicated 


time 


i ee 
en teachers volunteered to spend their ff tak? 
supervising other children o 


; to 
r 1 in order to free up ward staff ciplines 
Barbie’s baseline count. The €xpansion of such cooperation among dis 
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Was considered essential to the success of Barbie’s treatment program, and the 
development of this cooperation was a major objective of the consultation team. 

N The treatment phase of the training program began following the week of base- 
line data. A similar approach to that used during the baseline workshop was used 
in the treatment workshop. That is, following a presentation of the basic treat- 
aoe approach, videotape scenes of the children being treated in the Mendota 
Project were shown. The participants were then divided into two smaller groups 
Where the basic treatment techniques were role played. These included the rein- 
forcement of pro-social behaviors and the administration of time-outs for inap- 
Propriate behaviors. 

Despite some initial hesitancy to engage in the role play situations, this tech- 
nique was extremely successful in teaching treatment skills. By the time the 
eatment workshop was concluding, everyone appeared uninhibited and were 

Pressing confidence in being able to start treating Barbie the following day. À 
Me first phase of treatment involved following Barbie's noncompliance wit 

immediate 2-minute isolation in the quiet room, while ignoring as much as 
A Ssible her aggressions and temper tantrums. Furthermore, Barbie received in- 
sasad praise from the staff for her appropriate behaviors. The process of ig- 
i | behaviors such as aggressions and temper tantrums, giving same 
We Compliance, and providing reinforcement to Barbie for appropriate Dé a A 
len a new experience for both center staff, and certainly for Baroi. a a 
‘sure that the treatment program began as successfully as possib e, TW 
members of the Mendota consulting team spent the first day of treating Barbie 
Supporting the center staff throughout Barbie's attempts to test their 
stency, 


f the 
k Program was run with close supervision for 7 weeks. The success 0 4 
ment strategy with Barbie is ev! 
3 weeks of 


Consi 


pin Th ntage po: 
i is reflects an increase of 30-40 percentage P? ~ ba 
i nection, aggressive behavior was treated, and the results indicated significant 
m d sharply from baseline 


vement. The frequency of aggressions decrease 
ye, 400-600 during a 12-hour period to less than 50. aan 
th ri endota staff has maintained a close relationship with t ec e 

i oe program has expanded. Mendota aifi conas a Pa orn 
a ‘tip to the center to consult as needed. In addition, the nae rojet 
The 5 Available by telephone whenever 4 concern ae vo in 
Decis a emphasis in consulting was to guide the sta 


taff f the treat 3 wee h 
ment plan owev Barbie s behavior improved and the 
.H er, as 


‘ettin veloped confidence in their methods, greater ro 
Up the mechanisms within the center So that they wo 


Count, 
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i i i stem, in 
This has involved helping them to reexamine their esa oo ko a 
favor of establishing channels of communication between discip “a eet 
that the responsibilities of running the program would continue to 
in a consistent manner. ; os 
While this example emphasized the consultation models with emia ee 
tial system, the basic model is adapted and applied to whatever type 


Counties 

Served Manhours 
Columbia 12 
Dane 453 
Eau Claire 27 
Jefferson 74 
Juneau 92 
LaCrosse 21 
Marinette 98 
Milwaukee 212 
Outagamie 32 
Racine 72 
Rock 35 
Trempealeau 20 
Waukesha 104 
Wood 131 
State-at-Large 118 
TOTAL 1517 
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which may request assistance. This could be a public school, daycare center, 
group home, foster home, or community mental health center. 

The number of requests for training, the geographical location of the agencies 
requesting such consultation, and the number of project staff manhours spent in 
Consultation activities during a 3-month period if clearly depicted in Figure 7-1. 
Such information shows that there is a real need and demand for assistance in 
Providing community services for psychotic and neurologically impaired children. 


SUMMARY 


This chapter has dealt with the issues involved and methods used in basically two 
different kinds of community involvement. The first kind of involvement re- 
viewed was that necessary and beneficial to assure a smooth transition for a 
client directly involved with the project. The second kind of community involve- 
ment discussed was the systems approach used in working with agencies when no 
Specific client was involved with the project. In both cases, similar approaches of 
assessing the client’s or agency’s needs, determining the availability of resources, 
assisting the agencies in modifying or developing resources, and, finally, ene 

© agencies additional support were used. The demand for such assistance was 
Clearly shown by the high frequency of requests for consultation or training 
vices during a very brief period of time. In addition, this chapter has ne 
tempted to reiterate the need for a total systems approach in the provision 0 
Services for psychotic or neurologically impaired children. 


8 
Darren 


This 5-year, 5-month-old Cauca: 
the program for Psychotic and 
of Special Education becau 


sian male was referred for possible megan 
Neurologically Impaired Children by the a 
se of reported behavior and management aa 
lems at home and school. These problem behaviors were described as aggres to 
“uncontrollable” temper tantrums, marked hyperactivity, regen’ 
instructions, delays in the development of language, and inability to esta 
relationships with peers, 


dif- 
When D. entered kindergarten at the age of 5 years, 2 months, he was very 
ferent th 


: in many 
han verbal instructions, engaged in 


: rub- 
‘e, handflapping, finger snapping, twirling toys, and 
and became very 


nded and another 


Darren 
185 


stitute and though ; 

. and > : 
with D.’s a s parents, were asked to attend a meeting in early October. 
tion. At this meeti e school psychologist, and the Director of Special Educa 
his petitive b eting, Mr. and Mrs. H. learned about D.’s disruptive behaviors. 
language skills mo movements, his severe temper tantrums, and his delayed 
that D. was ate is was not new to Mr. and Mrs. H. as they had had concerns 
Neighborhood mee than their older children and the other children in the 
temper entit act, their life had become one hectic whirlwind with D.’s 
been told aries constant motion, and refusal to obey them. They had always 
develops diffe to worry, that he will outgrow it, that each child is unique and 
Concerns and me etc. They were relieved that someone had finally seen their 
Wondered what — that D. was different. Yet, they were frightened, and they 
eccome a teacher as ee Would D. ever be like other children? Would he 
ndergarten, and as they had hoped? How could any child be expelled from 
People fon M was that going to happen to D.? They agreed to have some 
of his behavi endota Mental Health Institute observe D. and give their opinions 
The staff ior and what could be done. 
IC) at th Project for Psychotic and Neurologically Impaired Children 
. They agreed ota Mental Health Institute (MMHI) were contacted regarding 
they could ed to observe D. in the classroom setting. However, they asked if 
tant for on the County Human Services Board as they felt it was impor- 
PPNIC social agency to be aware of the possible need for servicing. When the 
“arned that Acai contacted the Rock County Human Services Board, she 
nd Possible is agency was unaware of the family, the child’s special problems, 
Was asked a eee for services. The social worker of the Human Services Board 
Worker also agreed to join the PPNIC staff at D.’s school. The PPNIC social 
© requested that the family be invite 


Schoo]. ; 
> Just A 
following the observation, so that the school personne 
ions with the 


uman p 
family, Services Board representative could share their impress! 
The Pp 


Setting a cial worker observed D. in his classroom 


k a 20-minute behavioral sample of D. 
an assessment of some of 
tion. The language thera- 


i “i language therapist and so 
Uring a small 2 weeks later. They too 
."s strength, group activity. They also quickly made 
Pist record s and deficits during their 1⁄-hour observa 
length of ed everything D. said for 45 minu 
data they response of 1.4 words from 

collected included the following: 


© 
Ompliance— 


6 
2 a mmands given 
cc 
essful completions of the task 
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12.5 compliance rate 
Aggressions—4 incidents in 20 minutes 
Temper tantrums—34 incidents in 20 minutes , OPN 
Bizarre or stereotypic mannerisms—46 incidents in 20 minute 


Fe aa ; lems in 
Although these samples were very brief, they indicated definite ah 
the areas of compliance, temper tantrums, and bizarre mannerisms. In 
the PPNIC staff identified the following concerns: 


AnRWnr 


D.’s short attention span 

D.’s inability to play with toys appropriately 
No social contacts initiated by D. 

D.’s poor eye contact when spoken to 


. D. using disruptive behaviors in order to get out of a situation 
. D’s very delayed language skills 


deficits. 

The following problems or goals were outlined: 
1. Noncompliant to a verbal instruction (S,F)* 
2. Noncompliant to house rule or classroom expectation (S,F) 
3. Aggressive to others (F) SF) 
4. Temper tantrums unprovoked and when he can’t have his own way (S, 
5. Engages in Tepetitive, bizarre mannerisms (S,F) 
6. Short attention span (S,F) 
7. Inability to play with toys (S,F) 
8. Delayed social skills (S) 
9. Poor eye contact (S,F) 

10. Delayed language skills (S,F) 

11. Inability to work in a group or follow group command (S) 

12. Inability to tolerate large groups, such as cafeteria at school (S) 

13. Erratic sleeping patterns (F) 

14. Refusal to eat more than a few different foods (F) 

15. Inappropriate toileting (F) 

16 


- Inappropriate behaviors a 


A ri 
t community facilities (shopping center, 
rant, etc.) (F) 


38 _ concern expressed by school 


F- 


concern expressed by family 
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e of D.’s strengths or assets discussed were the following: 


Very likeable child 

Physically healthy 

Enjoys praise 

Has worked well for a tangible reinforcer 
Often seems to learn things quickly 

Is toilet regulated 


DAnhwne 


Ped Kier oe to the deficits and strengths outlined above, the parents stressed 
questioned i as to how to discipline D. and what to expect of him. They also 
tive eat much longer their family could tolerate living with D.’s disrup- 
the mentall rs. The school personnel recommended placing D. in a classroom for 
room and Bagi as they could not maintain him in the kindergarten class- 

The PPNIC no other programs for 5 year olds. 
Program in staff recommended that everyone at t 
The famil order to see the kinds of programming available for children like D. 
staff SeA requested that D. be admitted to the PPNIC; however, the PPNIC 
tunity to mmended that no definite decision be made until they had an oppor- 
with tert facility, meet other staff, see the behavioral programming used 

rior to ‘i ildren, and learn about some past results of the program. 

Obtained fi e conference, past medical, neurological, and social information was 
Tevealed rom the family’s pediatrician and school system. This information 
= the following history: 
livery, a 8-pound product of an uncomplicated pregnancy, labor, and de- 
what doves developmental history was reported by the parents to be some- 
Other stat han that of his siblings with overactivity in his early toddler years. 
“not a es that he appeared to be different from his siblings in that he was 
S cuddly as the others.” Other problem behaviors noted in these early 


Years 
d progressively worsening were noncompliance, negativism, yelling and 
ted and, in general, behavior that 


parent to despair.” He 
ften defecated in his room 


he meeting visit the PPNIC 


repo y frustrate, exasperate, 
Gis. edly “refused” to be toilet trained and O 
, he was 


Marked d by markedly delayed expressive 
Because of this lan; 


impaj 
dio)... Paitment of receptive language- 


iolo 
laterally examination was performed and results showe 
ne 
Mitted Year prior to admission to the PPNIC, the parents asked that he be ad- 
He reportedly did not satisfy the 


o 
a treatment program in another state. 


criteria to that unit, but the parents, after reading of previous success 
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of megadoses of vitamins and diet in controlling hyperactivity, began this pro: 
gram. It was apparently not successful. Later that year, following a trial of 
several medications for hyperactivity, the parents entered him in a preschool 
program. They had hope that this structure would assist him in developing some 
self control over his behavior, but this was not successful. The preschool noted 
that his temper tantrums frequently involved screaming, crying, kicking, biting 
himself and others, and pulling hair of others. They also noted some autisticlike 


motor mannerisms of finger flicking, twirling, fascination with wheels, and repet- 
itive play with water. 


FAMILY HISTORY 


D. is the third child in a family of four siblings. An older brother is age 10 and ÍS 
described as being “well adjusted” with good school performance and involve- 
ment with peers and activities. HIs older sister, age 7, is also reported to be func” 
tioning quite well in school. She also was described as being popular and well 
liked by other children in the school and neighborhood. A younger sister, a8? 3, 
is described as being an active child, exploring and curious, who has develop® 

normally. Father, age 43, is an executive with a farm implement company- ne 
does not travel in his job and appeared to express genuine and realistic concer” 


over the behavior and development of his son, He describes his feelings of diS 
appointment with 


what hi 5 D., stating that he wishes the child could be more able to ` 

: at his older children could do at that age. Father completed college, and Ta 

1S no reported mental illness or Congenital disease in his extended family. pense 
e. She completed a 2-year executive secretarial training COU" 
worked since her first child was born 4? 

States that she sees her role as that of a “mother and wife.” Mother expresses 
kg i : 

< S ls expressed in various ways and inclu 

ma i 

ybe we should have put him in school sooner” and “perhaps there is ar 

In further discussions she also states maki P 
In questioning the hi fomenta 

“a h g the history o d 

or congenital disease in her extended family, she states that a cousin SU 


paternal grandpa Jes 
frequent visitors to the family. Parents travel frequently and are somewhat 


Medi e 
edically there have been few Problems. There is no history of serious infec 
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tion or hi 
tions e hesp > reported seizure history, and only occasional ear infec- 
Ciiigliation a ic have been noted to respond to antibiotic therapy without 
screening ela Laser pare neurologic, and laboratory/biochemical 
trauma, or SAA E deste alities. There was no history of CNS infection, 
Ci 
the Toa set up at the PPNIC for November 7th. The conference at 
results with other Tio. wat and touring the program, discussing treatment 
and explaining the a ren, outlining the family’s responsibility in treatment, 
iwel as trait so ool system s involvement in assisting with treatment goals 
language e ae at the time of discharge. The occupational therapist and 
inintite se io attempted to assess some of D.’s skills while they took a 45- 
minute sample cen The results of the sample were very similar to the 20- 
again and ai a am D.’s classroom. Specific treatment goals were outlined 
Months was eitia similar to those previously listed. A placement of 9 to 10 
allow D. to Ser ated because of the numerous goals to achieve, and that would 
ransitioned into a community classroom at the beginning of the 


School year, 
nnel felt very enthused 


tant to make any commitment 
ime 


he g 
thane system’s reluctancies were discussed in great detail. The school 
ing program, usually offered by the PPNIC staff, was explained with 


®mphasi 
Viding On, What the PPNIC staff could do to assist the school system in pro- 
hat the school system did not 


d be uplicate every aspect of the PP 
Schoo] made to alter PPNIC programming 

The Beane ee 
SYstem Pine staff felt that they would have 
the time of discharge and anticipated that they would have to deal 


With t 
technigu School system personnel’s reluctancies to adopt the PPNIC treatment 
es. Therefore they discussed this future potential problem with the 
decided that a social worker from 


ma x 
e ri Board social worker. It was Ie f 
attend PPN Services Board would participate in all parent training sessions, 
rectly with IC evaluation and planning conferences every 3 months, work di- 
arge, and = and Mrs. H., assist with placement problems at the time of dis- 
i EN follow-up visits to the family’s home and school. 
e agreements established, an admission date was set up, specific 


some problems with the school 
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arrangements were made, and agreements to follow through on ee 
were written and signed by the family, Human Services Board, and P! cari 
D. was admitted to the PPNIC on November 22nd. He spent the firs z 
eral days adjusting to the routine and enjoying the lack of EA EE 
his disruptive behaviors. Meanwhile, the staff observed D. $ behaviors an = 
The specific behaviors that were disruptive or interfered with D. s atten i “4 
task were documented into one of the three categories—agressions, se 
tantrums, or bizarre mannerisms—according to which they most closely r 


sembled. Specific skills, likes, and dislikes were also recorded to be used in the 
behavioral programming. 


Following 4 days of observation, a period of baseline was completed. For ie 
next 3 days, a 4-hour count was taken in the morning, and another 4-hour coun 
was taken in the afternoon. Each sample included 2 hours of classroom time, 
one meal, and 1% hours of less structured time in the unit day room. Each san 
ple included a compliance rate of success, and frequency counts of aggressions, 


a : 5 vd ed 
temper tantrums, and bizarre mannerisms. The following definitions were us 
for the sample counts and method of counting: 


Compliance: After the command was given, the child had 5 seconds to begin 


to comply (defined as some bodily orientation toward approxi- 
mating the task). In addition, to be successful, the child had ha 
complete the task. There was no specific amount of time a 
which D. must complete the task. Upon completion, the tria 
Was scored as a success. When D. stopped (defined as not ere 
any movement directed toward complying for 2 seconds) while 
completing a task, it was considered a failure. During the as- 


i i ; e 
signed behavior samples, each command was counted, with th 
following exceptions: 


1. Commands which require skills traditionally taught in 4 


school setting (ie, colors, number concepts, shapes, han 


toe . i i nd 
raising programs, etc.) were considered academic skills a 
were not counted as trials, 


2. Commands which r 
the child were not c 
3. Commands which 


equired a verbal response on the part of 
ounted as trials. a 
gave the child a choice of responses oe 
choice not to respond (ie, would you... could you, ho 
would you like , . . ) Were not counted as trials. ’ 
4. Commands involving gross and fine motor skills, play ale 
as well as self-care skills were not counted if (a) D. did n° 


have the skill or (b) there was a question as to whether D- 
had the skill, 


d 
5. The commands “eat,” “drink,” and “look” were not counte 
as a trial. 
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Aggressions: 


Temper 
Tantrums: 


Bizarre 


Mannerisms: 
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Aggressions included each instance of any of the following: 

e kicking, hitting, pushing, pulling, pinching, scratching, or 
biting people 

licking another 

blowing, spitting, or finger flicking at or on people 

throwing objects at people 

walking on others 

grabbing or stealing objects from others 

grabbing (not touching) any body part of another 

Also included were (a) attempted aggressions which were 
stopped or which simply missed their target, (b) accidental 
aggressions occurring during a period of temper tantrum or 
clumsiness, and (c) low level aggressions such as raising a hand to 
hit but not following through. 

Included one or more of the following: 

e kicking, hitting, biting, pinching, scratching self or objects 
screaming, whining, crying when not physically hurt 
slamming doors 
dumping things 
throwing objects at something other than people 
ripping, tearing, or breaking materials 


darting from a situation 
All temper tantrums must stop for 5 seconds before another 


temper tantrum could be counted, even if the child changed 
behaviors. For example, if the child cried, paused for 2 to 3 
seconds, then started kicking some toys, this was counted as a 


single temper tantrum. 
Included: 

© alick on or at objects or self 
a blow on or at objects or self 
a spit on or at objects or self 
a sniff on or at objects or self 
a finger flick in isolation, on an object, or on self 

a finger snap in isolation, on an object, or on self 

an inappropriate twist of objects or self 

an inappropriate twirl of objects, self, or a body part 

an inappropriate act of touching another person ; 
bringing child’s face within 3 inches of another person s face 
putting anything inappropriate (ha, hands, toys) in or on any 
body orifice (Ze, eyes: ears, mouth, nose) 

putting hand(s) in or on pants from waist to crotch 


masturbating 
© an inappropriate giggle 
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© an inappropriate clap ; 
Specific potters body movements (defined as ape 
body movements in two different directions repeated at le 
once with less than a 2-second pause): 

rubbing 

leg swinging 

flapping 

body rocking 

shoulder shrugging 

© head shaking 

© tapping 

© hyperventilating (inhale, exhale, repeat) l 
Each of the above defined mannerisms were counted as pe 
one mannerism and considered as the same mannerism regar J 
less of (a) which limb of the body performed the monni 
and (b) where the mannerism was done (ie, on child’s ss 
toe, or object). If two different mannerisms occurred gmo” 
taneously, each mannerism was counted. Two identical manne? 
isms had to be separated by either: 

1. five seconds or 

2. a different mannerism ; 
before both were counted. In addition, the intervening, differ- 
ent mannerism was counted. , 

If there was a continuous bizarre mannerism (ie, finger flick- 
ing) during which time other bizarre mannerisms were occur 
ting, the continuous mannerism was considered an intervening 
mannerism, and therefore the other mannerisms did not have o 
be separated by a 5-second lapse in order for them to be tW 


a e 
counts. However, continuous mannerisms were only hae 
Once and must be separated by a S-second lapse to be t 
counts. 


The 4-hour sample result averages were as follows: 


Compliance: 24%, 21%, 19%, 23%, 10%, 18% = 19% 
Ageressions: 65, 48, 72, 58,6 


7, 73 = 64 incidents in 4 hours 
Temper Tantrums: 145, 162, 168, 138, 157, 147 = 153 incidents in 4 hours 
Bizarre Mannerisms: 348, 450, 478, 441, 484, 497 = 450 incidents in 4 hours 
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that he di r 

necting cn sc to stack rings, put together some three to six piece con- 

eae ca ce and play with a few other toys at a 2-year level. However, when 

fined asista pay, he averaged 18 seconds of play before he was off task (de- 
pping to play or looking away for 5 seconds). 


M 
ULTIDISCIPLINARY ASSESSMENTS 


Durin Be E 

of i petra weeks with the PPNIC, he was assessed by various members 
therapist, ae miy team. Assessments were done by the occupational 
ee ii Ni 3 therapist, special educator, and physician. Although D.’s 
lois Wen mt emper tantrums, and preoccupation with repetitive behav- 
heed 45 si rape with accurate assessments, sufficient data were 
strengths. o establish some preliminary goals and determine some of D.’s 


Occupati 
Pational Therapy Assessment 
e purpose of evaluation in the 


D. was į 
- Was initi z 

nitially seen in occupational therapy for th 
n the areas of gross and fine 


first 2 
motor sie of his admission. He was evaluated i 
velopment, self-care skills, and social skills. 


n the areas of gross motor 
antrums. He appeared to 
. There was a normal gait 


could ascend and descend from 
e and supine position. He 
using gross 


not k 
a da assess balance skills; however, he 
Was a Sapidly ion (on the floor) and also from a pron 
Motor skill y moving child who preferred to roam about the room, 
sin many activities. 
Fine 
i rofah Skills. He demonstrated most of his fine motor skills with the use of 
ing between an 18- to 24-month level 
-inch block tower out of 
Paii He could place ten of these stant 
small object e demonstrated a neat two point pincer gras 
held a s such as pegs, beans, and buttons. 
Not imita a a with a gross grasp and could scribble spontaneously. He could 
culty with i vertical stroke within a p He appeared to have diffi- 
Ogether, st bilateral activities such as pulling pOP beads apart or putting them 
e PE l-inch or %-inch beads, oF screwing a jar lid into position. 
nstrated poor visual size and shape discrimination. He could not place 


Jastic stencil. 
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a large circle into a form board. He could work simple four piece connecting 
puzzles. 


Self-Care Skills. He was dependent in the areas of self care. He was see do 
operative during the dressing evaluation. He was noncompliant and peer 
the opposite of what was asked of him. The following results are in que wor 
to their validity. Undressing skills were developed to the point of — si 
pullover shirt independently. He could pull his pants down from his wais on 
could not/would not remove his legs from them. He could remove his shoe 
remove his socks once they were over his toe. ‘ctl 
He was capable of putting on a pullover shirt once it was pulled over his me 
He could/would have no part in pulling on his pants. He could put on his s es 
once the toe was placed in the shoe and could pull on his socks once they W 
gathered and placed on his toe. a ja 
A baseline of toileting behavior revealed an average of one urination acci 


a ileting). He 
per day with three urination productions in the toilet (75% correct toileting) 
occasionally, if left alone, smeared feces. 


He was a self feeder. He could feed hi 
gross grasp but preferred to use his fin 
quently spit out food he did not like. 
or two hands. 

He was fairly dependent in all other are 
brushing, and grooming skills. 


PTEE E 
mself with a spoon, holding it eo 
gers. He also played with his food an = 
He could drink from a cup using either 


A th 
as of self care, including bathing, t00 


Social Development. He was a ve 
contact and social behavior, He W: 
tantrums. He did not work for so 
forcers. He would not perform fo 
other children or toys and did not 


Ty attractive child who elicited a lack of p 
as very noncompliant and had several temp?! 
cial reinforcement but could for primary 
r a delayed reinforcement. He did not seek 0U 
approach staff to indicate his needs. 


Language Therapy Assessment 


guage, mean len 
was capable of using a two- to three 
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done,” “ 5 

ie A chee These utterances were used very infrequently. Most of his 

acing r à oe of echolalia, both immediate and delayed, and per- 

cand, ha a . repeated phrases heard on commercials or statements of 

ii sak i ive manner. He would modify these statements so that they 

pee, Sear n unintelligible to the listener. 

Sion, Hevcouté pein household items such as foods, clothing, and transporta- 

A ee respond to a picture with a noun-verb phrase. He occasionally 
phrases “ride > “eat” and “wear .” when shown 


> 


p- g and means of transportation. 

th posh was that he was functioning at al 

sg ai anguage. He was easily frustrated w! 
social interactions were minimal. 


bout the 2- to 3-year-old level 
hen demands were placed on 


E s 
ducational Assessment 


The i 
specia wai A 
pecial educator attempted to administer academic tests to D.; however, he 


wa 

ee ETT tive. He demonstrated severe disruptive behaviors in the 
repeatedly th ng. He rarely sat in his chair for more than 10 to 12 seconds, he 
attention lens all teaching materials off his desk, and he engaged in many 
children, ing behaviors when the teacher attempted to work with other 
Mar the special educator was able 
count to si s. He knew four colors, recept 
hold abjec could scribble spontaneously, cou 
The deaden and could put together some three t 
meet D,’s baen resulted in preschool program 
classroom con nae lags. However, the main goals for 
Setting. nsisted of behavior management and assisting 


ne that D. had some pre- 


ively and expressively, was able to 


ld identify some common house- 
o six piece connecting puzzles. 
ming goals designed to 
D.’s placement in the 
D. to work in a group 


to determi 


Med; 
e a al/Peyehiatg Assessment 
mission td assessment was conducted during D 
gram, — evaluation, including skull radiograms and electroencephalo- 
Shown b performed on admission. On examination he appeared quite active, 
objects y scrambling about the room, picking uP and discarding of multiple 
tion of and general uncooperativeness. His speech was noted to include repeti- 
to sing SHE WOK d or two-word phrases spoken by the examiner. He also appeared 
En unintelligible song at times. He showed no eye contact and would not 
to commands. Any attempt by the examiner to hold him was met with 


Screech; À ¢ 
ferent tigid posturing, or finger flicking. Examination showed head circum- 
© of 51 cm, without parietal bossing. The eyes were normally set as were 


og first week of ad- 
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the ears, and the palate was normally arched. Examination of the ait sally 
reveal any neurocutaneous lesions. Palmar creases were normal. Genita E en 
tion was normal and no evidence of hepatosplenomegaly was noted. i i 
nerves showed the EOM’s to be full and the pupils to be equal and ier 
light. The discs were seen briefly, and no evidence of papilledema was no i 
The retinae were grossly intact and visual fields appeared full. The faces Ha 
symmetrical and gag was midline. Sensory exam was normal to pin, and e 
exam showed no major abnormalities, Gait was normal with occasional toe Ti a 
ing, and no ataxia movements were seen. No evidence of gross nee arsed 
metria was noted on reaching for objects. Deep tendon reflexes were difficu 


ties. Psychiatric consultati 
Autism, 


Family Assessment 


6% of the time. Eighty-three Percent of the time the parents did not acknowl- 


edge the compliance; and 11% of their responses were repeats of the initial com- 
mand. When D. was noncompli 


ant to their directives, Mr. and Mrs. H. repeated 
the command 79% of the time; 16% of their reactions were threats to comply; 
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and 5% of their reactions consisted of not responding to the sree ee 
When D. engaged in aggressions, temper-tantrums, or bizarre i ptr aia 
iors, the parents’ responses were generally raising their voices an oe k ae = 
tives. They never gave D. a time-out for such behaviors. This psy to design the 
staff specific information on the parent-child interactions in w which could be 
training sessions to meet their needs. It also served as a baseline w! 

used to evaluate the effectiveness of the parent training program. 


TREATMENT GOALS 


d the 

With the behavioral and multidisciplinary initial gece RO dte 
initial list of problems identified by the family, pom et gee 
County Human Services Board representative, the PP ie 
inital list of the specific treatment goals. These goals included: 

I. Reduce disruptive behaviors 
A. Noncompliance 
B. Aggressions 
C. Temper tantrums 
Di Bizarre mannerisms or stereotypic behaviors 
- Teach socially appropriate behaviors 
- Compliance 
- Play skills 
- Eye contact 
- Language expansion 
< On task behavior 
- Self-care skills 

1. Appropriate toileting 

2. Fine motor dressing skills 

3. Meal manners 
- Social skills 
- Classroom behaviors i 

Presc cademic skills i 
i tlla of skills to community settings 
Ty Parent training (including the older siblings) 
TV. School placement and teacher training 
ie Training of County Human Services Boar i 
ed on most of the above pans 

The various disciplines also ha 
cific strengths, and some poten- 


DMIOAWD> 


Se T 


d social worker 


ct 

In addition, baseline data had been = 

cept for teacher training and agency ods = 
sufficient data to indicate short-term goals, 


tial Problem areas. 


198 Treatment of Psychotic and Neurologically Impaired Children 


However, the staff did not know all the tricks D. would play and testy behav- 
iors he would engage in to make the treatment process more challenging. 


TREATMENT 


Behavioral Programming 


After D. had been at the PPNIC for 2 weeks, baseline was complete, and the first 
phase of treatment began. Compliance was the first behavior to be dealt with 
because it had been found with other children to be necessary in order to teach 
other skills. D.’s basic cooperation, and desire to comply to an adult’s directions, 
would be necessary in order to teach him to increase his self-care skills, play 
skills, and other socially appropriate skills. 

The first approach used to deal with compliance consisted of using only posi- 
tive reinforcement. Throughout the day, whenever the staff observed D. er 
gaging in any appropriate behavior, they would spontaneously reinforce his 
behavior. This was done to establish a positive, pleasant environment. In addi- 
tion, successful compliance trials were reinforced. The staff always gained D.’s 
attention by calling his name prior to giving him a command to do something. 
Sometimes they had to physically approach him and call his name several times: 
Then a carefully worded command was stated. No commands included two-part 
or three-part commands (the specific guidelines as to what kinds of commands 
could be given were presented in the baseline section). D. had 5 seconds to begin 
to comply to the command. While complying, if he was off task for 2 seconds it 
was considered a failure. He was expected to complete the task. Every time D. 
was successful in complying, he was given exaggerated and specific praise. He 
was told exactly what he did correctly. Edible reinforcers were also given ini- 
tially for every compliance. Small pieces of dry cereal, raisins, peanuts, and 
water were used as edibles. Noncompliant responses were anne | D. initially 
became 42% compliant with this treatment. After 5 days of treatment, and 
nearly 2,500 trials, D. remained 38% compliant. 

The second phase of the treatment program began. The positive response wW 
compliance remained the same. However, whenever D. was noncompliant to the 
command (ie, did not begin to comply within 5 seconds, was off task for tw° 
consecutive sessions, or did not complete the task), D. was placed in a quiet 
room for 2 minutes. D. was told Specifically what he failed to do prior to being 
directed into the quiet room and again when he was removed from the room 2 
minutes later. The compliance command was then given a second time and suc 
cesses were praised and failures resulted in another quiet room. D.’s compliance 
jumped to 82 percent the first week of this treatment; further increased to 86 


Darren 
199 


percent the se 3 ; 
ter ivi í : 

fo i ie a eg rooms for non-compliance for two weeks at MMHI and 
10th. He was a e to receive time-outs for non-compliance on January 
tiy he gauld ait e A sit on the floor, facing a wall, for one minute. Ini- 
We daly expected oe ick, hit or do almost anything during his time-out. He 
foll. oven, If he tnet Aa buttock on the floor and not slide, lay down or 
zeceled prais for 1 criteria, his time-out was considered successful and he 
akenei a ing a good time-out. Once again, the praise was specific 
ch as =, y what he had done correctly. 
Site’ cesar te . e his time-out successfully, D. was instructed to go into the 
roomaSiE sone minutes. He was told specifically why he received a quiet 
dag each dicusonk AT when he was taken out of the quiet room. Every 
EE a quiet room D. received was counted and a percent of suc- 
ie D as calculated. 
y D. successfully took only 42 percent of his time-outs. However, by 


the end 
o ema 
The i first week of receiving time-outs, D.’s success rate was 81 percent. 
-out/quiet room program, designed to teach children like D. to take 
ted to do so, consists of 


an 

12 oes time-out from reinforcement when instruc 

steps require ee the expectations are minimal, but the more advanced 
receiving a a ild to control inappropriate, attention seeking behaviors while 
Often used pri pagut The final step (number 12) is an overtrain step which is 
gression ni nS discharge. Because there is generally a certain amount of Te- 
child for this re er discharge, the time-out program attempts to overtrain the 

The follo gression. 
each ep is a list of the shaping steps and 


the dates on which D. moved to 


Shapii 
oa ng Steps 
1 
Step 1 Two minute Q.R. Staff brings child to the quiet room. 
Step 2 One minute Td. hild to position (facing 
a wall), points to i tates “T.O. here” and 
puts the child into position. The child must keep one but- 
tock on the floor. He cannot slide, lay down, OF roll over. 
He may turn around. 


1 
[24 Step3 Same as number two staff walks with child to loca- 


tion, points to location for T.O., says “T.O. here.” 


1/31 Step4 Same as number three except staff indicates location by 
pointing and saying “T.O. here.” Child may not throw ob- 


jects, kick objects, dump things, OT tear or break objects 


on the way to the time-out. 
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2/21 Step5 Same as number four except child must keep his ei 
crossed. He may not turn his body around during 
time-out. : 

4/16  Step6 Same as number five except child should put his pene 
his legs. He can move his fingers and can move his E 
up or down his legs. He cannot take his hands off his legs- 
Palms must remain down. 


F his 
= Step 7 Same as step six except child must keep his hands on 
knees. 


4/30 Step 8 Same as step seven except child may not aggress (regular 
aggression definition) on way to T.O. ‘en 

5/7 Step9 Same as step eight except staff only indicates location H 
pointing. In addition, the child must keep his/her mou 
quiet during the time-out. 

8/3 Step 10 Same as step nine except child’s head must be held up. 
and cannot rock his/her body. af 

= Step 11 Same as step ten except child cannot have any san 
tantrums (standard temper tantrum definition) on way 
the time-out. 

- Step 12 


Same as step 11 except that the child may not have m 
repetitive behavior (defined as occurring two times w 
seconds) duringa sitting time-out or have body movement. 

You will note that D. moved through the beginning steps of this program quite 
quickly, that step 7 was skipped (as D. was meeting that criteria while on sap 
6), that there were problems with steps 5 and 9, and that D. never reached step 
11 or 12. 

The problems with ste 
45% of his time. 


ON ail, At 
n of a very hyperactive, disruptive git! jate 
Top some and he began more inapproP? 


d n 
no Q.R.’s. (Since D. had experienced oe 
ng, he knew that a token would result i 
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Successful time 
-outs. This tok 
för th | s oken program was successful i 
eer. duration of D.’s treatment at the PPNIC aiar aS 
roble: i i 

Suh, Tis A step 9 was a result of D.’s incessant chattering during time- 
SBS durin n difficult for D. to learn to control. He also began to say cute 
Dice tis a is Peng which did result in gaining the staff’s attention 
change thér rh = = reason for his failures on step 9, they began t 
ta ons to his cute sayings, a 

bs morea i roat. yings, and gradually and slowly, D. began to 


0 
ther Behavioral Programming 


After D 
ha ivineg ti 
d been receiving time-outs for 2 weeks, and had been receiving treat- 


Ment fi i 

priate a for over 1 month, he began receiving time-outs for inappro- 

inappropriate “han the classroom setting and on the unit. The list of defined 

leg, touchin — included many things which were potentially dangerous 

tolerated by g electrical outlets) as well as behaviors which are generally not 

tineouts:. th parents or teachers (e8, climbing on tables). Prior to receiving 
, the appropriate behaviors had been rehearsed and reinforced. How- 


ever, D. sti 
quickly r engaged in these behaviors 24 times per day. These behaviors 
ropped to a frequency of 2.3 per day. 


for temper tantrums was initiated. 


directed at himself or objects as 
s specifically listed in the base- 
trums, D. was 93% compliant 
r day. The frequency of D.’s 
s in 4 hours prior to treat- 


Tem 
ad Paica January 31, treatment 
well as yelli rums included acts of aggression 
line P ai screeching, and the other behavior 
and was only Prior to treatment of temper tan 
temper Pcs) receiving eight to nine time-outs pe 
Ment for diese had dropped from 153 to 62 incident 
forcement : se specific behaviors. The treatment consisted of spontaneous rein- 
time-out fi or behaviors incompatible with temper tantrum behaviors and a 
had 104 ie each temper tantrum incident. During the first day of treatment, D. 
temper oa This greatly alarmed the staff, so they monitored when each 
time-outs ree was occurring during the second day. However, D. received 25 
evening ho uring the morning and only eight time-outs in the afternoon and 
24 time. urs, for a total of 33. During the third day of treatment, D. received 
outs. Within one week, D. was receiving a total of only 15 time-outs per 
ranged from one to a total of 16 per 


ay. T 
he frequency of D.’s temper tantrums 
the PPNIC. Most of D.’s remaining tem- 


day duri 

Per are the remainder of his stay at 

Sionall uns consisted of whining when he couldn’t have his way, and occa- 
Y kicking tables when angry- 
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Aggressions. On February 28, treatment for aggressive behavior mam 
Aggressions included only behaviors directed toward other people as aia: 
the baseline list of aggressive behaviors. Prior to treating aggressions, a 
quency had dropped from 64 incidents in 4 hours to 33 incidents. no 
first week of treatment, aggressions decreased to 11 incidents, and within rs 
first month, to 1.2 incidents per 4 hours. The nature of D.’s aggressions A > 
changed. Initially D. hit children, kicked staff, and grabbed their hair — a 
temper tantrum. Once treatment began, D.’s aggressions became low lev ee 
gressive acts, such as taking a toy from another child or accidently kicking $ ii 
one while eating at the same table. D.’s aggressive behaviors also change 


ie as a : i A ining 
frequency and intensity in his home Setting (discussed in the parent train 
section.) 


Bizarre Mannerisms (Stereotypic Mannerisms). 
interfering with D.’s ability to stay on task or ma 
marily handflapping, finger flicking, 


Bizarre behaviors that were 
de him look unusual were need 
twisting/twirling objects, rubbing, and oe 
ting objects in his mouth. Because of the potential medical problems if D. por 
to swallow a tack, pin, or crayon, D. was first treated for putting inappropria 
objects in his mouth. He was reinforced when he picked up tempting objects an 


x p th. 
used them appropriately. He was also timed-out for putting them in his mou 
The treatment effect was excellent. 


During the summer mo; 
reinforcement for incom 
nerisms. All bizarre be 
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= iit trial was conducted after a 10-second pause. In order to move from 
am, eee to another more advanced shaping step, D. was expected to be 

ne cessful for three consecutive sessions. The shaping steps of the in-session 
ye contact program were as follows: 


Shaping Step Criteria 
1 glance at 1-foot distance 

1-second look at 1-foot distance 
2-second look at 1-foot distance 
3-second look at 1-foot distance 
4-second look at 1-foot distance 
5-second look at 1-foot distance 
5-second look at 3-foot distance 
5-second look at 5-foot distance 
5-second look at 10-foot distance 
5-second look at 15-foot distance 


COMIDNAEWHN 


i excellent progress through the eye contact program. At merne o 
suce st 3-month “Evaluation and Planning Conference, he was averaging 74% 
Pro ess on step 9 of the in-session program. D. really enjoyed the eye agent 
thor and often requested that the staff conduct the program by saying, “Do 
Foll ntact now? Please? Do eye contact now? Please? p 
in E the successful completion of this in-session eye contact pogam 
his ao was initiated. This program was designed to help D. oe 
Guage on a more normal and practical environment. It also incorporate 
At oo and responses while it maintained the eye conii: Ae 
eye e time of D.’s discharge in early September, he had 92% aes a 
vivo contact and 84% success on the language requirement of step 8 0 an 
eye contact program. The shaping steps and expectations are listed below: 


Step 
Nu 
oep Step Description F 
Staff stands between 1 and 5 feet from child. 
2 Child must look for 5 seconds. ; 
Staff stands between 1 and 10 feet from child. 
3 Child must look for 5 seconds. ‘a 
Staff stands between 1 and 15 feet from child. 
Child must look for 5 seconds. 
4 t from child. After 2 seconds of 
Staff stands between | and 15 fee ch specifically 


3- to 4-word phrase whi l 
te behavior at the time of the trial 


laying with toys,” “nice keeping 


eye contact, staff says 
reinforces child for approp”? 
(ie, “nice sitting,” “good P 
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shoes on”). Child must continue looking until staff completes the 
5 se as step four except that full sentences are spoken oe na 
staff begins speaking after the child’s name is called. a 
“you're sitting quietly on the tug,” “you’re doing a fan 
job eating”). : 
6 Sa me between 1 and 15 feet from child. After calling the 
child’s name, staff asks one of the questions listed below: 
a. What’s your name? 
b. What are you doing? 
c. Where do you live? 
d. How old are you? 
e. Are you fine? 
Child ke continue looking while staff asks the question and 
child gives criteria response. 
a Same as step six exce 
below: 
a. Where are you? 
b. What do you have? 
c. What’s my name? 
d. What do I have? 
e. What do you do with (object)? 


i isted 
Same as step seven except staff asks one of the questions lis 
below: 


a. What did you do in school? 

b. What did you have for (meal)? 

c. What are you (boy/girl)? 

d. What am I doing? ad 
e. Yes/No questions (Ze., “Is it cold outside?” “Are you sitting 
down?”’) 

Same as Step eight exce 
tion, not necessarily t 
names, weekend activit 


; icted 
pt staff asks one of the questions liste 


i es- 
pt staff asks child any appropriate TS 
hose listed above (Le, family mem 

jes, weather, etc.). 


in 
ing blocks, putting a puzzle together, pena 
pegs in a board). While modeling, any appropriate play by D. was enthusia 
cally reinforced by the staff. 


Darren 
205 


; Following the 5 minutes of 
denen ) play modeled by the staff, D. was e 
=. ee a with the toy. If he played en Se ag 
dines! ears nen ically reinforced and then again instructed to play. If D. 
an —— A looked away for 5 seconds, or stopped playing for 5 
colt, Gent i Fi considered a failure, and D. was redirected to play 
vas Ar i sept : ee ger ice for three consecutive sessions, he 
Satis ip a he program. The shaping steps of the in- 


ae Criteria 

z S seconds for 5-minute session 
5 seconds for 5-minute session 
$ ; seconds for 5-minute session 
z 3 ERa for 10-minute session 
6 : inutes for 10-minute session 
7 i a for 15-minute session 
š : Saa for 20-minute session 

inutes for 20-minute session 


F Hpi for 20-minute session 
i1 = minutes for 30-minute session 
12 4 minutes for 30-minute session 
3 a0 minutes for 30-minute session 
minutes for 30-minute session 


program. However, on step 2, he con- 


% of the sessions for nearly 2 weeks. 
ld stop playing when staff members 
n glanced at him. He then would 
D. also failed because he 


D. è 
tied hp well on the first step of the 
. was fel successfully during only 40 
entered oan primarily because he wou 
get up and room, walked near his table, or eve 
Would ee to get the staff member’s attention. 

he inde to twirl and spin the toy rather than play appropriately. 

Period of ieee play sessions were held in a room with less distractions fora 
then held į weeks. This increased D.’s success to 88% on step 2. Sessions were 
in the day room, and after 1 week D. was 86% successful on step 2. 


ew 
“he to step 3 and soon was moved to step 4. l i 
e wee Em that occurred was D.’s attempting to talk with staff during 
‘Wirling/t £ and his twirling of toys. When he began recelving time-outs for 
uring E objects in June, he also received time-outs for this behavior 
and a ‘a age play program. This resulted in more appropriate play 
OWever D eginning success with staying On task for a longer period of time; 
Because fees still only 57% successful on step 5. 
"anipulati ime-outs had proven to be so successful in decreasing D.’s testy, 
ive behaviors, and D. was now very capable of playing appropriately 
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i ilures. At 
with toys, the time-out procedure was initiated for independent play ors <a 
the time of discharge, D. was 87% successful on step 10 of this indepen 
program. 


Language Programming 


: ay. 

Sessions were conducted 5 days a week for approximately 45 pi 
All therapy was administered in group sessions conducted in a erae r 
PPNIC. The therapy group included three children all diagnosed au 

ely language delayed. . 
The phere intervention program stressed stimulus shift labeling note 
tactic chaining using a variation of the rebus reading program. Specific g 
zation procedures for stimulus and environment were formulated. 


s 
Program Paradigms: Noun Identification. The goal of this training ae eE 
to establish receptive identification skills for commonly encountered mae 
mental objects. Items trained in each training set of eight to ten items as 
selected from categories of agents and objects including clothing, food, mute 
utensils, grooming utensils, furniture, household appliances, commonly enc ik 
tered animals, and commonly encountered environmental objects (e.g., sidewal®» 


= : , when 
tree, grass, etc.). Each training set included an item from each category 
possible. Step 1 required one o 


mand “touch ____” was 
2A a second object w 
command to touch th 
touch the new item o 
object position was 

pletely randomized. | 
secutive trials were 
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stimulus shi : 
rete eh aon picture representing the training item. The response 
o that produced in step 2 (this i : 
the subje P step 2 (this is a ). Step 4 required 
sid a —— a = after the presentation of the rebus picture ied 
. rbal cue (you eat with a Ei ` rj 
Paradigm of concurrent trials. ja Eagt nonas mere mineda 


Associati pecs 

Forstenit- criterion was established for each set of training nouns, the 
front of the chili a noun association program. Three pictures were placed in 
noun labeling - a —— had been previously trained in the 
he asked a4 gram. The dlirtisian pointed to the previously trained item as 
tion, a Son $ so with this?” If a child did not make the appropriate associa- 
eritetion for . > model were supplied by the clinician. After the child met 
in ia mou Ma en item in the noun association program, that item was placed 
label. ng program, if the child was unable to spontaneously provide a 


Verl ee 

oc e identification skills were established using a shifting 
chosen oided H similar to that used in the noun labeling program. Actions 
thoss Which a those which an institutionalized child might frequently see and 
titrer stilt i T most easily represented. In step 1 the clinician placed two pic- 
picture wai rani of the subject. The subject’s response was to point to a 
ing different enting the appropriate action named. In step 2 two dolls perform- 
consisted of actions were placed in front of the subject. The subject’s response 
Upon a a ces to the appropriate action represented by one of the dolls 
before the . es from the clinician. In step 3 the clinician placed one doll 
manipulat > ject. The clinician named an action. The subject’s task was to 

e the doll in the appropriate action- 

r a set of items in the verb 
a training sequence 
sented with the verbal command, 


ablished fo 


Verb x 
Labeling. After criterion had been est 
s were placed in 


identi 
ificati = 
ication training sequence, those item 


Of ve : 
Siy “hier 2 In step 1 the subject was Pr 
, I stand.” Simultaneously, the clinician stood and said, “What am I doing?” 


In 

ste ac a was shown a picture representing an action verb trained in 
n step 3 as with the picture presentation was the question, What doing? 
With the + clinician manipulated a doll into a previously trained action. Paired 

positioned doll was the question, “What’s doing?” 

ultiple syntactic combi- 
dentification program- 
2 established skills 
late dolls to coin- 


on skills for m 


Syntacti 

ac : p P P 
tic Chain Identification. Identificati 
un and verb i 


nati 

A A i programmed similarly to nou! 

Were gen MIG stimuli were initially utilized in step 1. In step 

cide wi kA alized, requiring the subject to appropriately manipu 
ith the verbal syntactic model provided by the clinician. 
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Adjective + Noun Identification and Labeling. Color adjectives cha s 
combination with previously trained agents and objects. Tt was nec OR 
dividually train some color identification and labeling, apr" wait Bodh 
initially pretested at 100% on the colors red, green, blue, ye = ee 
Identification and labeling programs for adjective + noun com os 

trained in a program identical to noun + verb identification and labeling. 


Syntactic Chain Lableing. This sequence of training involved training noan $ 
verb, noun + verb + object, and noun + verb + adjective + object r di 
To facilitate labeling skills, rebus pictures of individual components involve 
the syntactic construction were used as visual cues. The subject was show 


ow the multiobject pictures were the 
d, “The boy is walking. The 
alk and said “walk.” The clini- 


» with N+V+O programming requiring 


five steps and N+U+adj+O requiring six steps, 


same numb 


er of sessions to establish and 
her t 


WO syntactic sequences combined. : 
tmal spontaneous checks indi- 


use learned Vocabulary. After eye contact 


meee 


Darren 209 


environmental generalization of syntactic strings, it was noted that the subject 

began to apply the rule of N+V, N+V+adj+O to many spontaneous utterances. 
The subject’s parents have instituted language programming on each syntactic 

step described in the home and report excellent environmental generalization. 


Occupational Therapy Programming 


D. was seen in occupational therapy 4 days per week by the therapist for 30- 
minute individual sessions. In addition, an appropriate toileting program was 
written, and his toileting program was monitored daily by the therapist. A meal 
manner program was developed and carried out by the unit staff. It was moni- 
tored on a bi-weekly basis by the therapist. 


Gross Motor Programming. There was limited programming done in the area of 
gross motor development as D. had few deficits in these skills. His occasional toe 
walking at the time of admission disappeared around the third month of admis- 
sion with the use of only reminders when he was observed to toe walk. At the 
time of discharge, D. functioned close to his age norm in gross motor skills. He 
could walk, run, skip, and crawl with no difficulty. He could stand on one foot 
momentarily, stand on his toes and balance, and squat down and pick up some- 
thing from the floor without falling. D. could walk up and down stairs alternat- 
ing feet, run without falling, and stop quickly while running. He could roll and 
throw a ball accurately and catch a large ball with arms extended. D. could kick 
a ball on command. 


Fine Motor Programming. D. was on numerous programs designed to improve his 
fine motor skills. Some of these included the Fairbanks-Robinson program (level 
1) for perceptual motor development (lines, coloring, and cutting exercises), the 
Marianne Frostig Worksheet (figure-ground and spatial relationships), and a fine 
Motor imitation program. Each skill taught was broken down into small steps 
and taught in a reverse chaining order. A physical prompt was initially used in 
the programs and was gradually faded out. ; 

The following are two representative samples of such programming shaping 
Steps: 


Coloring: Treatment will consist of the following shaping steps: 


Step 1: Place crayon in child’s dominant hand in proper three point 


position. Physically assist child in scribbling strokes on paper. 


Step 2: Step one without physical assistance in scribbling. Child must 
scribble on paper only. f 
Step 3: Place crayon on desk at child’s midline. Child must grasp crayon 


correctly and scribble on paper without assistance. 
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Step 4: 


Step 5: 


Step 6: 
Step 7: 


Step 8: 
Step 9: 
Step 10: 
Step 11: 
Step 12: 
Step 13: 
Step 14: 


Step 15: 


Reinforce any successful 
Rehearse failures and verl 
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Child scribbles inside plastic stencil and does not color on stencil 
or other areas of the paper or table. 

Child is physically prompted to outline a simple large shape pre- 
sented to him (square, circle, rectangle, oval, diamond, triangle) 
and to color it inside the lines. Strokes should be light, not heavy, 
and should leave only a minimal amount of “white space.” 

Step 5 without physical prompt. — 
Staff presents a simple shape (see step 5) and draws a wide line 
down the center, dividing it in half. Staff outlines and colors one- 
half in color A, then outlines the other half with color B. The 
child must color “inside the B lines.” 
Staff divides shape and outlines both halves as in step 7, but child 
must color in both sections independently. ; 
Staff divides shape as in step 7, but child outlines and colors in 
each section independently. 

Child independently outlines and c 
such as an acorn), f 
Step 10 with a three-part picture. Use physical prompting if 
necessary. 

Step 11, four-part picture. 

Step 12, five (or more) part picture, 

Step 13 without outlinin 
staff's discretion. 

Child is presented with colo 
complexity. 


olors in a two-part picture 


8 sections. This step may be omitted at 


ring book designs of increasing 


trial with edible and social praise. 
bally praise successful rehearsals. 


Fine motor imitation, 


A. Treatment: Position the child at the tab 


B. Count: 


le. Place materials needed (paper, 
front of the child, Say “do this” 
would like the child to imitate 
d imitates the task, provide social 
ne schedule and edibles on a vari- 


pencils, crayons, blocks) in 
and complete the task you 
(per shaping step). If the chil 
reinforcement on a One-to-o 
able schedule. 

If the child does not i 
child to do the motion. 
Wait 10 seconds between trials. 
If the child imitates th 
If the child does not i 


mitate the task, physically prompt the 


e task, count as a trial/success. 
mitate the task, count as a trial/failure. 
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At the time of discharge, D. was able to perform the tasks given to him on a 2- 
to 3-year-old level and some at a 5-year-old level. He was able to replace a circle, 
square, and triangle into a form board and match the colors. He was able to imi- 
tate a vertical and horizontal line, a circle and a cross with a demonstration, and 
was able to draw a vertical line in a circle upon command, using the correct 
grasp. D. was also able to distinguish the longer of two lines. He could snip 
independently with scissors and with verbal prompting could cut along a straight 
line. He was unable to cut out a straight-edged figure or a circle. D. had no diffi- 
culty building a tower of eight l-inch cubes, or imitating a train or a bridge of 
three l-inch cubes. He could easily string both 1l-inch and ¥%-inch beads and use 
the desired two to three point prehension patterns while manipulating small 
objects. D, was able to work both a simple and a multiunit puzzle with no diffi- 
culty. He was able to color a two-part picture, matching the appropriate color, 
but occasionally went outside of the boundaries, and required redirection. 


Self-Care Skills 


Reverse chaining, numerous shaping steps, specific reinforcement, and modeling 
and prompting D.’s incorrect responses were used for the dressing and undressing 
programs. With the use of these techniques and daily programming every morn- 
ing and evening, D. learned to become more independent in this area. At the 
nern discharge, D. was functioning on a 3-year-old level in the area of self- 
care skills but could perform some skills on a 5-year-old level. D. was able to re- 
move and replace most articles of clothing and could distinguish between the 
various articles, He only required minimal direction in the entire process of 
dressing and undressing, with the exception of some fine motor skills. 
He also showed improvement in the fine motor skills involved in dressing. He 
Was able to independently unbutton, zip and unzip, lace and unlace, and untie. 
© remained unable to manipulate snaps, buckles, and hooks and eyes, and 
could not tie a knot ora bow. o 
-’S meal behaviors and eating skills improved to a great extent during his stay 
PPNIC. He learned how to use his fork correctly to eat with as well as to 
Pains: foods. He also engaged in less inappropriate meal behaviors while eating. 
N admission, he exhibited between 14 and 16 inappropriate behaviors during a 
ee discharge, D.’s inappropriate meal behaviors had decreased toa fre- 
hie of LI per meal. Inappropriate meal behaviors included such things as 
“hip food from staff or peers, dumping food or liquids, throwing food, bang- 
a utensils, and spitting food out. These were treated with a time-out and posi- 
F reinforcement of incompatible behaviors. , 
sa inappropriate toileting behavior was eliminated with the use of a toilet 
ation Program that reinforced him for productions in the toilet at regular 
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idi i idi ckin 

intervals. Special reinforcements (e.g., riding the big w tee eho ef 
t productions in the toilet. > 

horse) were used for bowel movemen j : a 
i a toileting was ignored and cleaned up in a matter-of-fact man 


i ileting i unit 
These methods resulted in no inappropriate toileting in the home or on the 
for the last 7 months. 


Social Skills 


D. made many gains in the area of social skills while at the PPNIC. At the time 
of discharge, D. was functionin 


He was capable of making a ch 
peers. In dealing with adults, 


able to demonstrate his frustrations by saying “I 


appropriately seek an adult’s 


attention and interrupt conversations by saying, 
“excuse me.” 


Getting out of chair without permission, 


Moving desks or chairs—this includes tipping or rocking either desks or chairs. 


HA š ; f 
Once the child is seated and in position at his desk, all other movements 0 
desk or chair are counted, 


Opening the cupboards. 
Leaving play area without permission. 
Touching data sheets or behavior notes On the child’s desk. 
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He also recognized the numbers 1-20 and could count to 18 at 88% success. 
He also understood number concepts through 9 (such as give me nine blocks). 

D. also understood the prepositions on, under, in, behind, beside, in front of, 
and over, He had problems with understanding between. 


Visual Perception Skills. The Frostig Developmental Test of Visual Perception 
Was administered to D. He functioned on a 4-year, 3-month level on the test of 
Eye-Motor coordination. On the Figure Ground test he performed at a 3-year, 
9-month level, On the Form Constancy test he functioned at a 3-year level. On 
the Position in Space test D. performed at a 2-year, 6-month level. In Spatial 
Relations he functioned at a 4-year level. 


Medical Complications 


In the third month of the hospitalization, D. was noted to have some slight de- 
terioration in his behavioral responses, and this was correlated with a slightly 
increased temperature and signs of an upper respiratory infection. Decongestants 
Were prescribed, and during the period that he received these medications he 
Continued to show some deterioration in his behavior. This infection cleared 


Without need for antibiotic therapy and all cultures were negative. 


Parent Training 


D.’s Parents participated in the parent training sessions throughout D.’s entire 
Stay at the PPNIC, In total there were 19 training sessions, 12 held at the PPNIC, 
five at Mr. and Mrs. H.’s home, one in a local restaurant, and one in a shopping 
enter, D.’s older siblings, G., age 10, and S., age 7, attended sessions once per 
Month during the school year and all sessions during the summer months. D.’s 
maternal grandmother attended one session in April and three sessions during 
the Summer. The social worker from the County Human Services Board attended 
all sessions with Mr. and Mrs. H. except one session in late March. All sessions 
Were conducted by the PPNIC social worker and a PPNIC registered nurse. 
he first training session was held on Thrusday, December 15th. D. had been 
at the PPNIC for 3 weeks, baseline was completed, and the positive approach in 
aling with compliance had been implemented. The session consisted of 1 
Our of familiarizing Mr. and Mrs. H. with D.’s program book, the format used 
or Writing Programs, basic social learning theory, spontaneous reinforcement, 
and the Compliance program. The staff members demonstrated how to gain D. s 
attention through role plays, how to give clearly stated commands, specific, 
enthusiastic praise, and what to do when D. was noncompliant. Because Mr. and 
"tS. H. were already giving D. very clearly stated commands, most of the empha- 
SIS Was on gaining D.’s attention and reinforcing positive behaviors. 
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The second hour consisted of Mr. and Mrs. H., G., and S. working individually 
with D. A staff member was with them assisting them in gaining D.’s attention, 
recognizing behaviors to reinforce, and implementing the compliance program. 
Much reinforcement was used to assist the family members in learning this new 
way of interacting with D. While this was occurring, the other staff member, 
family members, and community social worker were observing the interactions 
through a one-way mirror. The staff member was assisting the family members in 
identifying and counting each compliance trial, success, reinforcement, and 
spontaneous reinforcement. 

The family left the training session with a good idea of the compliance pro- 
gram and lots of encouragement to assist one another as they tried to apply it 
to their daily interactions with D. on his weekend visit. They also were in- 
structed to count their commands, compliance successes, reinforcements, and 
spontaneous reinforcements for 1 hour each morning and 1 hour each afternoon 
or evening during the 3-day visit. 

The second training session was held | week later because of the upcoming 
Christmas vacation, and the need for consistency in programming during that 
extended period of time. The training session also consisted of 1 hour of discus- 
sion, review, and role modeling plus 1 hour of practice with D. This training 
session dealt with the quiet room response to noncompliance. The family had 
been expected to provide a quiet room in their home prior to this Christmas 
vacation so that the program could be implemented successfully at home. Not 
unlike most of the families involved in the PPNIC program, Mr. and Mrs. H. had 
an initial concern about this use of a quiet room for their son. They were some- 
what hesitant to use it. Therefore, the Pros and cons of various parental reac- 
tions to negative behaviors were reviewed with Mr. and Mrs. H., and the basic 
philosophy of removing a child froma positive environment when he engaged in 


unacceptable behavior was reiterated. However, as soon as Mr. and Mrs. H. saw 
the tremendous increase in D.’s compliance and 


instructions, they became eager to see if they could 

The parents had problems initially learning the Sequence of gaining D.’s atten- 
tion, waiting 5 seconds for him to begin to comply, escorting him to the quiet 
room when he failed to comply, and telling him why they were putting him in 


the quiet room. Abbreviated crib notes were given the family so that they could 
quickly refer to this sequence when necessary. 


The parents took data during the 9-day Christmas y. 
compliance, number of quiet rooms per day, and two 1 
quency of their spontaneous reinforcement. 

Ms. J., the County Human Services Board social worker, visited the H. home 
for a 3-hour session during the Christmas vacation. She assisted Mr. and Mrs. H. 
in perfecting their compliance interactions with D. 


saw him complying to staff's 
get the same results. 


acation on D.’s rate of 
-hour samples of the fre- 
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Mr. and Mrs. H. took data on every program they were trained on during al 
the home visits while D. was at the PPNIC. The reasons for this expectation of 
Mr. and Mrs. H., as well as for all families, were to help the family identify 
behaviors, to compare the child’s treatment progress at MMHI and in the home 
Setting, to give the family specific data taken in their home in which they could 
See their child’s progress, and to take behavioral samples that could be compared 
with Samples taken after discharge. The project had also learned that when 
family members counted their spontaneous reinforcement, the frequency of it 
Increased. 

Mr. and Mrs. H. were trained on all of D.’s behavioral programs (ie, time-out 
shaping, aggressions, and temper tantrums) during January, February, and 
March. They were also trained on the eye contact program during this time. The 
format for each training session was similar to the first two sessions, with 1 hour 
Spent working with D. The general model for training consisted of training one 
Program during one session and perfecting it during the next sessions. (D.’s 
Siblings attended each session that included a new program.) All programs pre- 
Viously taught were also reviewed every session. Mr. and Mrs. H. were very quick 
earners and were able to modify their interactions with D. quite easily. D.’s 
Older brother was also capable of implementing the behavioral programs very 
Well. He wasn’t taught the in-session programs because Mr. and Mrs. H. did not 
Want him to play a “teacher’s role” with D. D.’s sister, age 7, was too immature 
to carry out the behavioral programs. However, the parents encouraged her to 
Spontaneously reinforce D. whenever he was engaging in appropriate behavior. 

In late March, D. spent a weekend with his untrained maternal grandmother 

cause the parents were unexpectedly called away for a family funeral. D. was 
extremely testy, noncompliant, and at times, very disruptive. The grandmother 
Was very upset and distraught by the end of the weekend. When the PPNIC 
Social worker learned about this problem, she encouraged the family to either 
train the grandmother themselves, or have her participate in the regular sessions. 

© grandmother, Mrs. L., agreed to observe one training session; however, she 
Tefused to become involved. 

Mrs. L. did observe one session in early April. She expressed her concerns 
about D. and some of the things Mr. and Mrs. H. had learned to do with him. 
She did not think that he should be reinforced so frequently, as “good behavior” 
Was just expected and not anything to praise a child for. She also questioned 
giving time-outs for low level behaviors, such as whining, taking a toy from 
Someone else, etc. The baseline data and present data were shared with Mrs. L. 
In addition, basie learning theory was reviewed. Mrs. L. requested some written 
Proof that this was the right way to treat her grandson, so some handouts on 
learning theory and treatment approaches with children with behavior problems 
were given to her. Although she refused to participate, she seemed impressed 


216 Treatment of Psychotic and Neurologically Impaired Children 


with the staffs openness, their ability to answer her questions, and her grand- 
son’s improved behavior. She also commented that he seemed so happy at the 
PPNIC and had become such “a nice young man.” 

During the summer months, Mrs. L. appeared at the family’s home at the be- 
ginning of one of the training sessions. She stated that she came because she 
thought she should learn how to discipline and teach her grandson because his 
parents obviously believed in what they were learning. Mrs. L. was enthusiasti- 
cally welcomed into the training session and was a very rapid learner. She was 
giving specific praise, identifying behaviors that should be timed-out, and follow- 
ing through with the time-outs by the end of the session. She said that she had 
been observing Mr. and Mrs. H. interact with D. for several months and, con- 
sequently, was able to learn it so quickly. 

One other problem that was dealt with during parent training sessions was D.’s 
disruptive behaviors in community settings. The parents had not taken D. shop- 
ping or to a restaurant for nearly 2 years because they found his behavior so 
embarrassing. Mr. and Mrs. H. were taught the community outing program that 
the staff had been using with D. when they took him to shopping centers and 
special events in the community. They were given suggestions for modified quiet 
rooms in various settings should D. become testy and require one. After this 
discussion, the parents, staff members, and D. visited the local grocery store. D. 
started screaming and yelling right away, and Mrs. H. directed him to take a 
time-out immediately. Following the time-out, D. was very compliant and plea- 
sant to be with. Mr. and Mrs. H. agreed to try taking him to a hardware store and 
shoe store that weekend. They had only minor problems with him during these 
two shopping trips, and they began to gain some confidence in their ability to 
handle him in the community. The parents continued to take D. shopping on 
their weekends, and even planned special shopping experiences during the next 
several weeks so that they could become even more confident and D. could have 
more opportunities to practice his good behavior, 

Mr. and Mrs. H. were still uncomfortable wit 
training session was held at a nearby famil 
discussed various problems they anticipat 
prior to the experience. D. did quite well 
much and he had begun to learn to deal 
iors in community settings. The parent: 
formal restaurant on the weekend. They did take D. and their other children to a 
family restaurant on Friday evening and D. was excellent. He sat quietly, ate 
with good manners, and displayed no disruptive behaviors. The parents were 
ecstatic, so they took the entire family out for breakfast on Sunday morning. D. 
received two time-outs while waiting to be seated and One time-out for kicking 
his chair. The parents were concerned but decided to “stick it out” as they were 
already seated in a large dining area. The rest of the meal was a complete success. 


h restaurant atmosphere, so a 
y restaurant. The family and staff had 
ed and the methods for handling them 
l as his table manners had improved so 
with frustrations and control his behav- 
S Were encouraged to take D. to an in- 
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These two dining experiences were the first times the entire family had eaten at 
a restaurant for over 3 years. 

The remainder of the training sessions dealt with reviewing the behavioral pro- 
grams and teaching Mr. and Mrs. H. D.’s language, toy-playing, and self-care 
Programs. At the time of D.’s discharge, Mr. and Mrs. H. could skillfully imple- 
ment all of the programs D. had at the PPNIC. 


EVALUATION AND PLANNING CONFERENCE 


During D.’s stay at the PPNIC, three evaluation and planning conferences were 
held. These were conducted at Mendota in February, May, and August. Mr. and 
Mrs. H., Ms. J., the County Human Services Board social worker, D.’s former 
teacher, the school psychologist, and the Director of Special Education from 
D.’s school district attended. All of the professionals involved with D. at the 
PPNIC also attended. The purposes of the conferences were to review D.’s behav- 
ioral, social, educational, and developmental progress; recommend any neces- 
Sary program changes; and discuss with the school personnel their available 
resources, The conferences also consisted of a 30-minute observation of D. in 
his PPNIC classroom. This was done through a one-way mirror so it did not dis- 
turb the other children. 

During the May conference, the school personnel expressed concern about 

Ow much change D. had really made. They had forgotten how unmanageable he 
had been those few months at the beginning of the school year. A baseliné video- 
tape taken during D.’s initial week at the PPNIC was shown during this confer- 
ence. It was used as a tool to refresh everyone’s memory as well as encourage the 
School system to try to accept the PPNIC treatment programs. It did provoke 
discussion, and the school personnel agreed that the treatment programs needed 
to be implemented in order to provide the best environment for D. However, 
they still expressed concern regarding where he could be placed and how the 
Programming could be accomplished. The PPNIC transitioning teacher offered 
to visit any of their classrooms they thought might be feasible for placement and 
then make recommendations to the Director of Special Education. The school 
Personnel were very receptive to this suggestion, and the visit was scheduled for 
the next week. It was also decided that Mrs. H. would visit the classrooms at the 
Same time so that she could also make recommendations, 

The PPNIC teacher and Mrs. H. visited three classrooms, one of which seemed 
like a possible placement. It was a class of nine educable mentally retarded chil- 
dren between the ages of 5 and 7 years. The teacher was alread 
Teinforcement and two token programs. She was very receptive 
Methods of dealing with behavior problems. The PPNIC teac 
Director of Special Education in obtaining additional funds for 
Toom aide as she knew that it would be difficult for the teach 


y using positive 
to learning new 
her assisted the 
a full-time class- 
€r to implement 
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the treatment programs and deal with the expected initial testy behavior with a 
total of ten children. After much negotiating with the State Department of Pub- 
lic Instruction, funding was acquired and a full-time aide was hired for the fall 
semester. 

The new classroom teacher and aide attended the evaluation and planning con- 
ference held in August. They became initially acquainted with D., his treatment 
programs, and did view the baseline videotapes of D. During this conference, a 
discharge date of September 14th was established, and a school transitioning 
workshop was scheduled for September 11th and 12th. 


SCHOOL TRANSITIONING 


The primary goal of the school transitioning program was to insure that the 
behavioral changes D, developed at the Institute were maintained when he 
returned to the community. A secondary goal of this program was to facilitate 


the maintenance of Preacademic and academic skills D. acquired in the Insti- 
tute’s classroom. 


cher could become familiar with the type of child that would be entering her 
classroom. 


accomplished with the Specific Programming, 
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continue training the behavioral and academic programs, to provide a familiar 
person in the school setting for D., to assist the community teacher in over- 
coming any problems in the implementation of the programs, to modify pro- 
grams, if necessary, and to continue taking behavioral samples of D. in order to 
quickly identify any regression. 

There were some problems initially with D.’s behavior in the new classroom. 
The second day in the classroom, D. urinated in his desk during free time. The 
community teacher knew that D. had previously had this problem, so she 
handled the situation very calmly and added that to her list of questions for the 
PPNIC teacher’s next visit. 

D. also spent one entire morning in the quiet room. He refused to come out. 
The teacher’s aide called the PPNIC teacher and was able to learn how to handle 
this situation through a phone conversation. 

Eight weeks after discharge, D.’s compliance was 92%, he had .5 aggressions 
per hour, 1.2 low level temper tantrums per hour, and nine bizarre mannerisms 
per hour. These figures very closely resembled his final behavioral counts during 
his last week at the PPNIC. 

Three-month and 6-month follow-ups were also done in the school setting, and 
D.’s behavioral samples remained stable except for the frequency of bizarre 
mannerisms. Bizarre behaviors did increase to a frequency of 16 per hour at the 
6-month follow-up visit. This was discussed with the community teacher at that 
time and she did admit that she had become careless in treating some bizarres 
Such as twisting and twirling crayons. She recognized the increase in his bizarre 
behavior and decided to more carefully treat these behaviors and count the 
frequency of them on a weekly basis. 

Follow-up with Mr. and Mrs. H. was less intense than with the school system. 
In order to provide consistent programming for D., Mr. and Mrs. H. were en- 
Couraged to bring their concerns to the school personnel. It was encouraged that 
any small program changes that either the family or school personnel felt were 
Necessary were to be discussed with one another. The PPNIC staff’s role became 
that of consultants to both the family and school. They also encouraged the 
family, and school personnel, to contact the PPNIC at the first sign of any con- 
cern or need for program changes. 

The PPNIC staff did, however, visit the family every 6 months for follow-up 
research Purposes. During these visits, a 2-hour parent-child interactional sample 
Was taken. These samples were coded and scored like the first interactional 
Samples completed just after D.’s admission to the PPNIC, the one done in mid- 

arch, and a third one at the time of discharge. These interactional samples will 
be taken every 6 months for a period of 2 years. Presently, D. has only been dis- 
charged for 20 months, so only three follow-up samples have been taken. 

T. and Mrs. H. continue to implement the behavioral programs. D. is pres- 
ently very compliant with both his mother and father; he rarely aggresses or 
engages in bizarre behavior; he occasionally whines when frustrated. According 
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to his parents, D. is usually a joy to live with. He does become testy at times and 
likes to have his father’s attention as much as Possible, but he is generally not 
disruptive to their family life. Mr. and Mrs. H. are also confident in their ability 
to manage his unique behaviors. 

Ms. J., the County Human Services Board social worker, has continued to visit 
onthly basis. She also initially spent many 
hours in the classroom setting. She Presently attends school conferences and 


visits D.’s classroom when concerns arise. She has become a real asset to both the 
family and classroom teacher. 


to learn in an educationa 
he can develop and grow to his potential. 


9 
Factors Affecting 
Therapeutic Effectiveness 


Anytime one begins to talk about a system, one immediately becomes aware of 
the importance of all the numerous components of that system that create the 
alance or homeostasis. This chapter is an effort to look at what some of the key 
factors are that make a mental health delivery system work, or at least what the 
Ahora feel have been contributing factors to the success of the Project for Psy- 
chotic and Neurologically Impaired Children. 
Initially, it may be helpful to describe the administrative structure of the proj- 
t. Figure 9-1 illustrates the roles and administrative structure. Essentially there 
are two teams operating on a parallel schedule, each directed by a psychologist 
Or social worker. Although the unit only services 15 inpatients at a time, the 
‘Wo-team structure allows the staff to become thoroughly familiar with only 
‘even or eight children rather than with all 15. l 
tees are set aside as a “decision-making” day. Therefore, all srt 
Shien weekly review of patient progress as well as administrative m ' 
‘sions regarding consultation experiences are held on Monday, eaving 
myc tyone’s schedule available for a wide variety of activities during the week. 
t 'S is also “communication” day, and all staff are scheduled to work. Rather 
an Spending staff time each week in the laborious task of trying to coordinate 
e Schedules in order to set up staff meetings, the project staff have set one 
ae day aside for the purposes of communication and staff training. No com- 
p unity trips, tours, parent meetings, or community conferences are scheduled 
Or that day. Likewise except in very rare situations, no staff meetings need to 
ee Scheduled on any day other than Monday. Thus, the project has a highly 
Banized and structured mechanism for communication designed into it by con- 


ec 
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ferences will be held to review with community agencies a given child’s progress; 
and what preadmission conferences are pending and need scheduling. The Unit 
Chief delegates and determines who will be responsible for which activities so 
that workloads are balanced. All new project policies and procedures are deter- 
mined at this meeting, and new Institute policies are reviewed and discussed. 
Any problems should be discussed at this time. This would include project prob- 
lems, staff problems, as well as morale problems. Research proposals, the de- 
velopment of new programs, or new directions for the project would also be 
discussed at this meeting. All tours and visits by agencies are announced at this 
time so that everyone is aware of potential visitors. In summary, this meeting is 
the core meeting for the professional staff to suggest new ideas or relate prob- 
lems they may be having. While this is a very open and expressive meeting, the 
Unit Chief maintains the responsibility for decisions made. 

Subgroup meetings: The second important group of meetings focuses around 
the individual children being treated as inpatients on the project. These meetings 
begin at noon and are completed at 2:30 P.M. These multidisciplinary meetings 
are where all the individual cases are reviewed, current programs are discussed, 
and problem areas needing treatment plans are brought up for discussion. This 
group consists of the psychologist or social worker as the team leader, the child s 
classroom teacher, registered nurse, social worker, and the special child-care 
Worker staff assigned to the child. In addition, as many child-care workers as 
Possible are expected to attend and actively participate in the treatment plan- 
ning. The language therapist and occupational therapist rotate teams every other 
Week so their involvement is continuous but not weekly. This group typically 
makes the decisions regarding the details of each child’s treatment for the next 
Week. Figure 9-2 illustrates the subgroup structure. 

Group rounds: From 2:30 to 3:30 P.M., all staff from both teams meet to 
make general announcements, such as introducing new staff or students e: 
announcing upcoming tours of the unit. A summary of the professiona stafi 
reting and each child’s subgroup meeting is presented and clas ea 
Ime. This time is also used for the transitioning teachers to repoTt om tomow": p 
“5 discharged children and other staff doing community consultation to share 
neir activities wit y , 7 ; 

Inservice ok See te group rounds are completed, various inservice 


valning sessions are conducted. These frequently are special sean classes, 
bees the staff learn new signs from a consulting signing instructor. they may 
licy. Sometimes films are shown. 


In 
clude the complete rewrite of a program or pO ni 
Peakers may come from the community to talk about their program, or a p 


lic health nurse may speak with the staff about infectious diseases and good 
cleanliness policies. Sometimes, staff will become creative and present short 
skits as a means of emphasing the uniqueness and need for individual sensi- 
tivity to certain children. This method is also used to train staff and to remind 
staff of the proper procedure for implementing specific treatment techniques. In 
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Subgroup Structure 


Psychologist 


RN Teacher 
Special RA, OT, or 
Aide Speech Th. 


Social Worker 


Figure 9-2. Subgrou 


p structure in the Project for Psychotic and Neurologically Impaired 
Children, 


edback concerning each staff member’s ability to 
ehaviors can be given directly and immediately. 
ese monitoring sessions each month. 
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changes in subgroups, and function as the co-therapist with the psychologist or 
Social worker in parent-training. 


STAFF TRAINING 


Obviously, to function in such a capacity, a staff person needs to be well trained. 
The PPNIC provide all new staff members with an extensive training course, 
including weeks of training in the appropriate application of behavior modifi- 
Cation as it applies to this group of children and this particular unit. No treat- 
ment programs are implemented without a methodology for evaluation, and 
staff enter the working unit with this bias. The PPNIC is a research, training, and 
community consultation project, requiring well-trained and competent staff to 
effectively provide therapy for the children as well as provide basic training for 
Parents, teachers, and community agencies. The following describes the training 
Program for all staff who work on the unit. 

The initial training orientation conducted primarily by the PPNIC research 
analysts involves a 4-week period of intensive training. The orientation begins 
With a tour to acquaint the new staff to the unit. During the first week the basic 
Philosophies of the PPNIC are discussed. Such items as explanation of shifts, 
daily schedules, and explanations of staff duties are delineated. Introduction to 
the behavioral management orders such as the compliance program, time-out 
shaping program, aggression program, temper tantrum program, and bizarre 
Mannerism program completes the week. By the end of this week, the new staff 
have a global idea of what the PPNIC is, what kinds of children are treated, and 
What types of treatment procedures are used, as well as how they as staff fit into 
the overall organization. 

Week 2 involves very intensive training on the behavioral management orders. 
This includes recognition of the behaviors and counting them. Reading, dis- 
Cussing, and reviewing of each of the management orders is complimented with 
Videotape practice. The video system is designed to allow the new staff to count 
à prescored segment of tape on which a child displays referral behaviors. The 
latter Portion of the second week involves video reviewing of all of the behav- 
loral treatment programs and the introduction of the special treatment programs 
Such as the eye contact program, independent play program, and sitting program. 

The third week of training completes the training of the special treatment 
Programs. During this training segment, the new staff receive an explanation and 
training on how to function as a shift coordinator, how to record data, explana- 
tion of the child’s data books, proper graphing procedures, and methods for indi- 
Cating step and program changes on graphs and data sheets. 

During the final week of formal training, new staff members are expected to 
Conduct the specific treatment programs of two children. They begin working 
With the children on such programs as eye contact, independent play, com- 
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pliance, time-out, and language. They receive direct and immediate feedback on 
their performance by the research analyst as well as other staff members. AS 
soon as they are able to handle the assigned children, other children are added 
until all are included. . 

The formal training procedure is completed by a l-week follow-up session 
during which the trainers observe and discuss any problems and give additional 
feedback, including positive reinforcement for jobs well done. : 

A second focus of training is on nursing orientation. This section of the orien- 
tation is conducted by the head nurse and includes a discussion and explanation 
of unit and hospital policies, procedures for fire and tornado emergencies, 
injuries, and seizures. Medical information and precautions concerning specific 
children are communicated to each new staff member. The head nurse also in- 
forms the staff as to medical charting procedures, routine paper work and forms, 
utilization of phones and dictating procedures, as well as details concerning mail 
pick-up and the ordering of supplies. For nurses and aides, the head nurse 
describes the work schedules, vacation, and holiday procedures. Lines of au- 
thority and supervision are clearly delineated. This orientation occurs during the 
first 3 weeks the new staff member is on the project. 

The head nurse is also responsible for the on-going training of aides, licensed 
practical nurses, and registered nurses. This is done through regular written 
evaluations, individual conferences, and group meetings. All new staff members 
receive informal feedback on a weekly basis. Formal written evaluations occur at 
the end of 2 months, 4 months, and 6 months of employment. Expectations for 


each new staff member are given at this time. Informal conferences concerning 
each staff member’s performance including both relative strengths and weak- 
nesses are held regularly. In addition, the head nurse conducts a weekly group 
meeting attended by the registered nurses, focusing on policy and procedure 
changes and methods of supervision. Any staff person is given direct and imme 
diate feedback concerning exceptional or questionable performance. 

It should be quite obvious that the training to work on such a unit is elaborate- 
This is necessary to assure consistency of treatment as well as for public relations 
purposes. All staff members need to be able to explain and illustrate an under- 
standing of the theoretical and practical application of the program philosophy. 
Good organization and coordination is the key in making a program model such 
as the PPNIC work. 


MAINTAINING POSITIVE MORALE 


In addition to staff training, it is important for every administrator to be aware 
of and provide for reinforcement for their staff members. The usual methods of 
giving very good staff members large salary raises or extra vacation time are not 
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ol phen systems because of state regulations and personnel codes. 
bers, and preve “ayn have found many methods of reinforcing good staff mem- 
Treta ee nting morale problems, that can be used in many systems. 
found useful sia some of the specific methods the project administrators have 
orking with the staff of the PPNIC. 


Giv iti 
“rontneoty. feedback regarding their performance frequently and 
sea ston staff members additional job duties or responsibilities, such as 
earen ing experiences and community consultation experiences, that 
isi ae “tee in and will help diversify their job. 
‘Sescar by eel members who are tired, frustrated, or about to lose their 
i ig ae to give them a break or relieving them so they can doa 
a s eit eis for a period of time. 
i vi a hee system in which each staff member feels that he/she 
Provide salt on T with one or two children. 
Chass laini embers with opportunities to play an active role in the dis- 
staid tie ii and follow-up activities so that they can more clearly under- 
eA ransitioning process and see the benefits of the structured 
Demn i programs. 
ns ham. i and maintain a good communication system so that all 
Saanio ers have opportunities to express their concerns, problems, and 
Rented ns. 
i PR frequently about the excellent results of their work by discussing 
aet a showing on a graph the amount of change that has oc- 
» Or viewing a baseline videotape of a child who now is ready to re- 


turn to the community. 


Bas this book, and especially the chapter on the PPNIC, and the previous 
tees of this chapter on inservice training have emphasized the importance of 
Danil ing reliable, objective data to determine ranges and growth in children and 
e, the authors have not spoken of this issue in the context of being mean- 
a for, or simply an element itself of, therapist effectiveness. Staff find them- 
es rewarded when they can objectively see changes in children. Frequently 
Changes are slow but continuous, and without objective data and graphing the À 
would make the staff feel that the child is not improving. Only close and me 
tinuous monitoring helps the staff to see and appreciate small, but possibly ver is 
Significant, growth spurts in psychotic and neurologically impaired children j 
Although these brief suggestions may seem quite simplistic, the authors pri 
marily want to emphasize that administrators need to be sensitive to staff r 
and methods for improving working conditions and reinforcing staff me rove i 
order to decrease staff burn-out and morale problems. The authors pear 
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believe that staff morale is a major factor affecting therapeutic effectiveness in 
any clinical setting. 


FLEXIBILITY 


Although the PPNIC is a highly organized, structured program that strongly em- 
phasizes providing a consistent environment for the children, the authors feel 
strongly that flexibility is a major factor in therapeutic effectiveness. Behavior 
modifiers often become very concrete, specific, and detailed in their treatment 
programming and perspective of situations. And, indeed, specific, detailed pro- 
gramming is needed in order for many staff members to consistently interact 
with a client. However, flexibility still remains a major component of a success- 
ful program such as the PPNIC. 

Staff need to be able to thoroughly assess a child’s needs, both behavioral 
problems that can be easily defined and counted, as well as emotional and even 
nurturing needs. Staff also need to be flexible in their interactions with families- 
Some families are highly educated and can learn at a very fast pace. Other fami- 
lies may need much additional support, understanding, and assistance in learning 
the methods of working with their child. The project staff have worked success 
fully with deaf families and illiterate families that other agencies refused to work 
with because they did not fit their “model.” Flexibility in scheduling appoint 


ments with families may be necessary in order for a family to be able to partici- 
pate in the treatment program. 


Flexibility that really meets the needs of the clients, families, and community 
agencies involved must stem from a sensitivity, empathy, and ability to perceive 
the entire situation and possible solutions. It is not an ability that can easily be 


taught to staff members but rather an inherent quality and skill that the project 
staff seek in new staff members. 


MATCHING STAFF VARIABLES 


While the literature abounds itself with rhetoric about therapist variables, OUT 
practical, clinical experience over the past years in treating psychotic and neuro- 
logically impaired children has given us some helpful pointers in this area. At 
times, a certain staff member may actually find himself experiencing a dislike OT 
even be disgusted by a certain child’s behavior. Another staff member may not 
be bothered by the same problem or child. In such Cases, it is clearly in the best 
interest of the child and staff member to make assignments of children to staff 
with a sensitivity to each person’s compatibilities. It is interesting to note how 
children often self select their therapist by relating to or doing tasks for one 
staff member and not for another. While on the surface the observed behavior 
may be similar, often children pick up on the nonverbal cues staff give off in 


Factors Affecting Therapeutic Effectiveness 229 


their process of relating to a given child. While the authors feel a need to have 
children learn to respond to a variety of personalities, given their particular 
problems with generalization, a therapist can learn much from his peers by 
singly observing the child’s performance for someone he selected to relate to. 
At one time we asked staff to rate the 15 children on the unit in terms of like 
and dislike on a seven-point semantic differential scale. Interestingly, every child 
was some staff person’s favorite child to work with. These relationships between 
Staff and the children can be crucial in determining the progress the children 
make, as well as the happiness of any given staff member. 

In a similar vein, it is also extremely important in working with families to get 
a good understanding of their dynamics so that one can select staff who can be 
best matched to those characteristics. For instance, we would not match two 
assertive therapists with a generally quiet family. We would want at least one of 
the therapists to have a personality style that the family could relate to easily. 
We would not match up a therapist who is quite theoretical and precise in the 
use of behavioral jargon with an illiterate family. Instead, we would use a more 
down-to-home style therapist. The other therapist may work well with a well- 
educated family. Thus, it is important to assess your therapists’ abilities and 
Unique styles with those of each family. 


SUMMARY 


The authors have presented what they believe are a few essential components of 
a successful project. The organization of the system must be clear, and com- 
munication must be frequent and of an open nature. Staff must have intensive 
training followed by regular inservice training and a basic belief in the philoso- 
Phy and goals of the project. The chapter discussed ways by which staff morale 
may be maintained and heightened as well as stressed the need for flexibility and 
the need to match therapist variables. o 

While this chapter may be relatively short, it is felt by the authors that many 
Of the issues discussed in this chapter have been well illustrated in the three 
Previous chapters dealing with complex, integrated systems such as the family, 
School, and community agency involvement. Thus, it would only be redundant 
to repeat that process in this chapter, even though the issues described certainly 


relate to therapeutic effectiveness. 


Summary Statement 


This book is a review of a systems approach in the treatment of psychotic = 
neurologically impaired children. It encompasses theoretical seni e T 
as practical examples and issues that demonstrate the implementation ofa aA 
systems approach. Although it reflects on the provision of services for a =] 
specialized population, the methods, systems, and approaches described are ap 
plicable to many diverse groups of clients. 


This final summary will give the reader a very brief review of the main issues 
involved in this systems approach. se 
The focus on diagnosis and etiology cautions the reader to be aware of the lac 
of agreement between researchers and clinicians in the classification and cate 
gorization of these severe psychiatric disorders in children. The literature review 
emphasizes the questionable validity of diagnosis and enumerates the ew ee 
of correlating signs and symptoms with diagnosis, Continuing with discussion o 
various theoretical positions and their contributions to etiologic formulations, 
there is a presentation of data that illustrates the problems of bias in seeking 


the one specific, uniform pathology responsible for manifestations of these 
disorders. 


Translation of scientific methodo 
netics is 


enabling the design of m 
aware of the difficulti 
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tions and provide avenues for more intricate formulations related to causality. 
Although an inborn defect has been suggested for subsequent pathology, genetic 
studies have, to this point, given few leads as to specific etiology. Continuing 
findings in many recent reports indicate some significant differences in the de- 
velopment of and role played by cerebral dominance. Immunologic investigation 
has indicated possible genetic predispositions to viruses, but these theories are 
highly speculative. Neurochemical investigations, plagued by problems in meth- 
odology, are currently focused on extending their findings into more specific 
attempts to clarify concomitant neurochemical changes. Neuroendocrinologic 
measures in severely disturbed children have shown alterations in response to 
challenge testing with insulin as well as basic abnormalities in steroid measures. 
Varied results have been obtained by investigators researching clinical chemical 
and amino acid assays. Sleep studies, attentional measures, and electroencephalo- 
graphic evaluations hold promise for the definition of basic organic defects. The 
association of autisticlike behaviors in neuropathologic disease states and severe 
emotional deprivation emphasizes the multifaceted expression of the disease 
State, 

In approaching the issue from various treatment aspects, the theoretical bases 
of diagnosis and etiology are described further in relation to treatment issues. As 
no singular etiology has been defined, no singular mode of treatment has had 
Success. Treatment is designed to alleviate problems which interfere with adjust- 
Ment to school, family, and daily living. The treatment is symptomatic, the basic 
syndrome is unchanged. Behavioral approaches, based on learning theory, ini- 
tially consisted of classical conditioning and operant conditioning techniques. 
Although predispositional factors are recognized as contributing to the disease, 
behavior modification focuses on specific aspects of the disorder which are 
learned and can be modified. Differences occur in the means of achieving extine- 
tion or deceleration of deviant behavior and acceleration of more adaptive, 
Socially acceptable behavior. Parental, school, and community soreness in 
Continuation of behavioral programs outside a hospital environment — 
Increasing success on long-term evaluation. The area of teaching these children 
language skills has included extensive work with sophisticated programming ` 
expressive language skill development. Receptive language programming has ha 
Some success, although more work is needed in the area. B i 

Psychodynamic theories have required some change in traditional ee ae 
to treatment. Free association plays a role in few current treatment Gap 
Stress is placed on the initial establishment of an exclusive need-satisfying Ms 7 
tionship between child and therapist. Generally the therapist has the on hia 
avoiding premature achievement of mere social conformity. bake erg one 
needs to remain a representative of reality. Treatment must be defined o th 
individual basis, Variations in individual child reaction, psychopathology in the 
family, accessibility of others for involvement in the treatment process, and the 
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need to respect practical situations and timing in therapeutic interventions are all 
important aspects of the type, duration, and intensity of psychodynamic and 
psychoanalytic treatment. 

Somatic therapies, most specifically the use of medication, have not shown 
evidence to support the contention that medication is more effective than other 
modes of treatment. As with other treatment methods, the choice of medication 
often depends on the presence of serious maladaptive behaviors such as severe 
agitation. Major tranquilizers appear to be most effective with these children. 
Serious side effects, including tardive dyskinesias, may limit the extensive use of 
these drugs in the future. Lithium carbonate, L-dopa, and megavitamins have 
shown few consistently positive results. Tri-iodothymonine (T3) has shown some 
promise of effectiveness in preliminary studies. Body manipulations, the use of 
stimuli, or the deprivation of stimuli have shown occasional success in these 
populations. 

As each child is an individual, the response to treatment must be considered in 
this light. The best and ultimate treatment for autistic children can only emerge 
from a combination of the better, more effective methods of pharmacology, 
psychodynamics, and behavior modification. What “works” in terms of the 
specific or global treatment methods is what should be further researched and 
applied. It is encouraging that the Current trends in treatment for autistic chil- 
dren seem to suggest a merging of the three outstanding modes. 

Systems theory and its application in defining goals and ensuring continuing 
development of effective evaluation and treatment programs comprises the next 
section. While this chapter may be considered quite theoretical, and brief, it 
encompasses those issues felt to highlight the work involved in the development 
of a functioning Program. From simplistic one-cause, one-treatment approaches 
to these disorders, the consideration of reciprocal, multicausal events has been 


complexity of approaches. General systems 


Onents as well as the interactions among them, 
to these problems. Isolation of one theoretical 
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ene both elements. The use and potential of systems, the contributions of 
_ eee formation of coalitions, cybernetics, and the process of evaluation 
a iscussed in the context of application to the needs of these children 
resource situations. Thus, we introduce the remainder of this book 
where the process of the system is clearly illustrated. 
Pe Se a for Psychotic and Neurologically Impaired Children is briefly 
th, waeeh n order to give the reader a general orientation to the type of program 
Alihonti he authors have developed a comprehensive treatment approach. 
se gh commonly thought of as a residential program for children with 
re behavior problems and developmental delays, the project is a multi- 
— ape service that encompasses research, education, evaluation, student 
wall B community consultation, family training, and school transitioning, as 
el as clinical services to children. 
oe services include a highly structured, data based program designed 
Pea o frequency of a child’s inappropriate or disruptive behaviors while 
beadom > frequency of socially appropriate skills through the use of a 
tial com -educational approach. Children are generally involved in the residen- 
‘hidden ape of the program for approximately 8 to 10 months. They are 
iniiai y assessed and regularly reevaluated by a multidisciplinary team, 
cluding a psychologist, social worker, language therapist, occupational thera- 
PE a educator, nurse, and psychiatric aide. Long-term goals, as well as 
afena objectives are established by the multidisciplinary team, family, 
sate sap and community school personnel. All goals are aimed at 
Widen 8 the child develop and learn to his potential as well as return to his home 
B mmunity as soon as possible. 
ney data are gathered prior to implementing any treatment program. I 
the start every treatment program is written with great specificity and kept in 
itso ld s special data book for quick reference and weekly review. Weekly, and 
tnd cases, daily data are taken on all treatment programs so:that any slight 
Ti S, regressions, or gradual improvements can be readily identified. 
ee basic treatment approach is a behavioral approach that first involves 
that “sy a very positive, reinforcing, happy environment. The child then learns 
enga e s removed from this positive environment and given a time-out if he 
a in certain inappropriate behaviors. Modeling, rehearsal, reverse-chaining, 
steed Tcement of approximations, and tangible and social reinforcements are 
js to teach the child preacademic, language, fine motor, gross motor, and 
Social skills, 
Mas PPNIC program described is a highly str 
poe iar that has very successfully programme 
Th ewildering children in Wiconsin. 
mae three chapters elaborate up 
at together not only compliment the cl 


m. In 


uctured, well-organized treatment 
d for some of the most difficult 


on three components of the pro- 
inical services but are believed by 
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the authors to be absolutely necessary in order to provide a comprehensive, 
successful treatment program for severely impaired children. The family training 
program, school transitioning service, and community consultation and training 
aspect of the PPNIC demonstrate to the reader the practical aspects, problems, 


and positive results of developing and implementing an entire systems approach 
in working with clients. 


Some of the issues involved in family intervention include the involvement of 
all family members; the development of a support system for the immediate 
family; a highly individualized approach in teaching families the necessary skills 
to manage their child; the development of open communication between the 
family and the treatment staff; and assisting parents to become child therapists 
and child advocates. A few of the practical aspects of the PPNIC parent training 
program are described. Some of these include the establishment of a written 
agreement with all families; carefully planning and outlining each training ses- 
sion; staying on task during a training session so that valuable time is not lost; 
modifying the amount of structure and the environment in which the training is 
done so that the sessions can more clearly reflect the child’s normal situation; 
and teaching the family members methods to assess their own implementation of 
the child’s treatment programs as well as each other’s performance. 

Intervention and training of the community school personnel involved with 
the child are key factors in determining the success of the child’s transition to 
the community. Without a consistent approach in dealing with the child and 
without the support of a well-trained teacher, the child and family would be 


ion system between the teacher 
g to best meet the child’s needs. 
ommunity school personnel both 
to ensure a smooth transition for 
ict. 
s are necessary in order for some 
tial program; for some to receive 
for some to be able to remain in 
work intensively with community 
he residential program. Because they 


st of poli fon 
and bureaucratic red tape. Policy changes, reorganization of systems, 


Communit; i i 
y consultation services are also needed to prevent unnecessary resi- 
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dential placements, improve educational services, assist other treatment facilities 
in developing better programs, and, most importantly, to make all communities 
aware of the special needs of their clients, and of methods for planning and 
developing therapeutic services. 

This systems approach that encompasses clinical services, parent involvement, 
school transitioning, and community consultation is illustrated in the case ex- 
ample chapter, “Darren.” Darren is a typical child referred to the project for 
admission. His parents have become frustrated, and the school personnel do not 
know how to deal with him. Details of his clinical programs and progress are 
briefly reviewed. The role the parents play in Darren’s therapy as well as the 
Services provided by the community agencies are described. The coordination of 
the clinical services, family involvement, school personnel training, and services 
available from the Human Services Board social worker is depicted in the refer- 
tal process, course of Darren’s treatment, return to the community, and after- 
Care program, This chapter describes the interplay of all the components of the 
systems model that is necessary in order to provide a comprehensive delivery of 
Services to any client. 

Finally, the authors felt the need to briefly outline a few additional factors 
affecting the therapeutic effectiveness of a program such as the Project for Psy- 
chotic and Neurologically Impaired Children. Because extensive literature re- 
garding mental health administration, administrative organization, management, 
supervision, and staff selection is available in any library, the authors wanted 
Only to summarize a few practical suggestions that they have found beneficial 
in providing clinical services. The PPNIC staff organization, a team approach, is 
reviewed; the extensive staff training model is outlined; key elements in match- 
ing therapist variables are discussed; and ideas about preventing staff burn-out 
and morale problems are described. . 

In summary, the authors have described a systems approach in the delivery of 
therapeutic services to a very specialized group of clients, the psychotic and neu- 
rologically impaired children. This approach has been highly successful and 


effective in returning children generally considered “institutional” to their 
homes and communities. The children have been maintained in the communities 
r communities. The 


and their homes and have grown and become part of thei ie I 
authors hope that their experiences can be helpful to others who face similar 
Challenges in their professional careers. 
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